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REPORT OF A CASE OF ENCEPHALITIS 
LETHARGICA IN A PREGNANT 
WOMAN WITH AUTOPSY 
FINDINGS.* 


Merit D, Haae, M.D., 
ANN ARBOR, MICH: 


The case is that of a young girl, Miss M. H., 
aged 20, who was admitted to the Maternity 
Cottage, University of Michigan Hospital on 
January 17, 1919. At the time of entrance she 
was about six months advanced in a normal preg- 
nancy and expected to be confined about April 
19, 1919. 

The family and personal histories were nega- 
tive. She gave no history of having had an at- 
tack of influenza. This was her first pregnancy 
and up to the time of entrance it had been per- 
fectly normal. 

Physical Exarvination revealed a well nourished 
young woman apparently in good health. Her 
teeth were in poor condition. There was also a 
slight enlargement of the thyroid gland. The 
fetus was lying in an occiput left anterior posi- 
tion. Pelvimetry showed the pelvis to be of the 
simple flat type. Her blood pressure on entrance 
was 105 systolic and 50 diastolic. The urine ex- 
amination was negative. The Wassermarn test 
on the blood was negative. She remained at the 
cottage for about three weeks in apparently good 
health. 

February 8, 1919 she came to the ward com- 
plaining of a pain over her left eye, which radi- 
ated back over the left side of the head. She al- 
so complained of pain in her left arm and back. 
On being questioned she said she had been 
nauseated for several days and had been vomit- 
ing. A specimen of urine tested at this time was 
negative. 

Febuary 9, 1919 she returned to the ward. She 
appeared to be very anxious and worried. She 
complained of diplopia, pain over her left eye and 
in her left elbow. She felt dizzy at times. Ex- 
amination revealed a ptosis of the left eyelid and 
a convergent strabismus. There were irregular 
twitchings of the mouth, left arm and right leg. 
There was a slight tremor of the tongue. The 
temperature at this time was 100.4 degrees. She 
was put to bed immediately. She was very rest- 


*From the Department of Obstetrics and Gynecology, 
University of Michigan, Ann Arbor, Michigan. 


less, anxious and talkative and complained of 
feeling electric shocks passing through her bedy. 


' She refused to stay in bed and could be kept there 


only by careful watching. The temperature rose 
to 102 degrees. The pulse was 100 and the res- 
piration 30 per minute. 


The following day showed no change in her 
condition. She was still complaining of pain in 
the left elbow, was irrational and very much 
frightened. She feared some personal harm. She 
was very restless and could be kept in bed only 
by careful watching. In spite of this she got out 
of bed during the night. She was examined by 
Doctor Jones of the Psychopathic clinic who said 
the patient was in a state of mild delirium, prob- 
ably toxic in origin. The white blood count was 
17,200. 


Examination on entrance to this department 
showed no marked change except that she was a 
little more excitable, the tremor was slightly 
marked and the temperature was 104, pulse 120, 
respirations 40. The eyes were negative except 
for some rotatory nystagmus. The tongue could 
be extended for only a short distance. It protrud- 
ed in the midline and there was a marked tremor 
of both tongue and lips. The extremities showed 
marked tremor, equal on both sides but no spas- 
ticity. Reflexes: The Kernig was negative. The 
knee, Achilles and biceps jerks were increased. 
The cerebrospinal fluid was clear and the pres- 
sure was not increased. The cell count was 50 
per cubic millimeter and the albumin was in- 
creased in amount. The Wassermann reaction 
was negative. 


l‘ebruary 12, 1919 the eyegrounds were examined 
and reported as negative. An x-ray examination 
made on the same day, in an attempt to rule out 
a pneumonia, was unsatisfactory on account of 
the poor co-operation of the patient. The re- 
port raised the question of pulmonary congestion 
and beginning pneumonia. The white blood 
count was 12,000. The patient was examined by 
Doctor Klingmann of the Neurological Depart- 
ment. His examination was as follows: “The 
patient is lying on her right side, legs drawn up. 
The left side of the face and the muscles of her 
left hand and arm are twitching. The eyes are 
closed. The left side of the face is somewhat 
relaxed, which is evident in the lower portion of 
the left angle of the mouth. She obeys commands 
on urgent repetition. Her movements are slow. 
She is semicomatose. Her pupils are unequal, 
well dilated and react sluggishly to light, more 
promptly in accomodation. The outward ex- 
cursion of the left eye is incomplete, slightly be- 
yond the midline. It is normal on the right side. 
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In showing the teeth there is a decided sagging 
on the left side of the face. There is a Chvostek’s 
sign on the right side and Trousseau’s sign is 
present on both sides. There is no rigidity of 
the neck and no Kernig. There is no tremor or 
paralysis of the lower extremities. Tendon re- 
flexes are all prompt and about equal on both 
sides. The plantar reflex is normal on both sides. 
We find external rectus palsy on the left side, in- 
sufficiency of the facial on the left side, unequal 
and sluggish pupils. Suggest meningitis, pos- 
sibly tuberculous meningitis. 

An analysis of the cerebrospinal fluid obtained 
on February 13, 1919 showed a trace of globulin, 
a positive test for albumin and a cell count of 
85 per cubic millimeter. A fibrin web formed in 
twenty hours. No tubercle bacilli were found 
and the Wassermann reaction was negative. 


February 14, 1919 the patient’s condition was 
much worse and the temperature was 101. She 
was becoming more drowsy and stuperous, and 
her condition more spastic. The pupils were ir- 
regular and did not react to light. She could not 
answer questions and was not eating well. The 
cerebrospinal fluid showed a positive globulin 
test and there were 52 cells per cubic millimeter. 
A blood urea showed .052 grams of urea per 100 
cubic centimeters of blood. The patient was ex- 
amined by Doctor Peterson and the fetus found 
to be still alive. 

February 15, 1919 her condition remained about 
the same and the temperature was 100-102.5. The 
respirations were becoming more labored and the 
heart was irregular at times. She lay in a semi- 
stuporous condition, but would still answer ques- 
tions. She was not irritable and still complained 
of diplopia. Examination showed the right pu- 
pil to be larger than the left. There was a ptosis 
of the left eyelid, but it was not as marked as 
at the previous examinations. The lungs showed 
a few moist rales at the right base. The Kernig 
was positive on both sides and the Babinski was 
positive on the right side. The fetal heart could 
still be heard. 

February 17, 1919 the patient had become much 
more stuporous and could be made to under- 
stand only with difficulty. She could not an- 
swer questions and the breathing was becoming 
very irregular. She had some dyspnea and the 
lungs were filling up. There was moderate con- 
solidation of both bases with bubbling rales. The 
fetal heart could still be heard. The Kernig was 
positive on both sides and the Babinski negative. 
Her condition gradually became worse and the 
temperature reached 107 just before death, which 
occurred at 8:45 p. m. An autopsy was perform- 
ed with a clinical diagnosis of tuberculous men- 
ingitis. 

Autopsy. This was performed at 8:15 a. m. 
February 18, 1919 about twelve hours after death 
by Doctor Carl V. Weller who made a gross 
pathologic diagnosis of acute toxemia of preg- 
nancy; pregnancy seven and one-half months; 
acute degenerative parenchymatous hepatitis; 
acute myocardial degeneration; extreme pulmon- 
ary congestion and edema; persistent thymus; 
lymphoid hyperplasia of the spleen; early paren- 
chymatous degeneration of the kidneys; extreme 
acute passive congestion of all organs. 





. 
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On removing the brain the dura was adherent. 
The meningeal vessels showed intense conges- 
tion, especially on the left side. The inner men- 
inges on the right side were thickened. The 
cerebral hemispheres, cerebellum, pons, choroid 
vessels and basal vessels all showed marked con- 
gestion. : 

Microscopical Pathology: 


_ Heart—Fatty infiltration, atrophy and fatty de- 
generation. 

Lungs—Congestion, edema, acute emphysema. 

Spleen—Acute and chronic passive congestion. 

Kidneys—Slight cloudy swelling, congestion. 

Liver—Dissociation of liver cells; diffuse fatty 
degeneration of slight degree. Fat stains show 
minute fat droplets throughout the liver cells. 

Meninges—Cortical meninges show congestion 
and edema; a slight increase of cells in certain 
areas but no. definite meningitis in the brain. 

Brain—-Throughout the brain there are numer- 
ous perivascular infiltrations made up of lymph- 
ocytes and polynuclears. About some of the 
blood vessels there are extravasations and about 
others phagocytes containing blood pigment. The 
brain condition is that of an encephalitis, in many 
ways resembling the picture of lethargic enceph- 
alitis. 

Pituitary—Anterior lobe shows marked in- 
flammatory infiltrations. The basophilic cells are 
swollen and hypertrophic. Marked congestion. 

Cord—Meninges show congested vessels and 
definite infiltrations of lymphocytes and poly- 
nuclears. In the cord itself there are also peri- 
vascular infiltrations as in the brain but less 
marked in degree. 

Final Pathological Diagnosis: 

Acute encephalitis; acute hypophysitis; myelitis; 
parenchymatous degeneration of kidneys, heart 
muscle, intima of aorta and liver; congestion and 
edema of lungs; lipoidasis of adrenals; pregnancy 
7% months; toxemia; acute catarrhal gastritis. 


According to Flexner the first cases of this 
disease reported in this country occurred in 
the winter of 1918-1919. As far as can be de- 
termined this is probably the first time this 
disease has ever existed in this country al- 
though at present it is rather widely distribut- 
ed. 


The present cases probably resulted from an 
outbreak of the disease which occurred in 
Vienna and neighboring parts of Austria in 
the winter of 1916. Cases were reported in 
England and France early in 1918 and in this 
country early the following year, 1919. The 
early cases in England were thought to be due 
to food poisoned with the bacillus botulinus, as 
were the first two cases reported by Margaret 
Schulze in her article. 


Bassoe states that the only other epidemic of 
a similar disease occurred in connection with 
the pandemic of influenza in 1889-1890. A dis- 
ease very similar to encephalitis lethargica and 
presenting the same symptoms was called nona. 
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It spread throughout Italy, Hungary, Germany, 
France and England. 

The case forming the basis of this article oc- 
curred early in the year 1919 and at this time 
very few cases of the disease had been reported 
in this country. It was among the first cases to 
appear, in this country, complicating pregnancy. 
On this account it presented numerous diffi- 
culties from the standpoint of diagnosis. Many, 
if not all of the examiners, not having heard of 
similar cases tried to explain the symptoms on 
the basis of some disease with which they were 
familiar. Naturally a diagnosis was not made 
before autopsy. In fact the disease was not 
mentioned as a possibility. 


When the patient first began to complain of 
nausea and vomiting, a possible toxemia of 
pregnancy was considered, but the absence of 
urinary findings, jaundice, and a normal blood 
pressure caused us to look elsewhere for an ex- 
planation of the condition. The psychiatrist 
in answer to a refer suggested a possible toxic 
delirium. When, however, she developed fever, 
with diplopia, ptosis, facial paralysis and 
numerous other symptoms referable to the 
central nervous system, a possibility of tuber- 
culous meningitis was considered. In fact the 
only diagnosis suggested to us by the neurolo- 
gist was a possible tuberculous meningitis. Now 
that the disease is becoming relatively common, 
a mistake in diagnosis in a case presenting such 
a typical picture should not be made. 

It is to call attention to this disease as a 
complication of pregnancy, that this case is 
being reported so that future mistakes may be 
avoided. Throughout the entire course of the 
disease, the patient at no time showed any signs 
which would indicate that she was attempting 
to abort, in spite of the fact that the tempera- 
ture was running as high as 104 degrees. The 


fetus remained alive until the day the patient: 


died. The advisability of a postmortem Cesar- 
ean section was considered, but Doctor Peter- 
son advised against it on the ground that there 
was practically no chance for a child under 
seven months delivered by this operation. 
The occurance of encephalitis lethargica as 
a complication of pregnancy is evidently infre- 
quent. A review of the literature shows only 
ten other reported cases complicating preg- 
nancy, although without doubt many other un- 
- reported cases have occurred. 
Margaret Schulze in an article entitled “En- 
cephalitis Lethargica in Pregnancy,” has ab- 
stracted seven cases and reported one case of 
encephalitis lethargica occurring during preg- 
nancy. In addition the following cases of the 
same condition occurring in the pregnant wo- 
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man are abstracted for the sake of complete- 
ness. 


Case 9. This case was mentioned by Doctors 
P. F. Morse and E. S. Crump in an article which 
appeared in the Journal of Laboratory and Clinic- 
al Medicine. The case history was not given. The 
patient died and at autopsy an early pregnancy 
was found. The autopsy findings in this case 
were not given. 

Case 10. This case was reported by Garnett. 
It occurred in a woman, aged 26, who had had 
one previous normal pregnancy. Her trouble start- 
ed when she was eight months pregnant. At this 
time she became nervous, complained of tingling 
in the arms and legs and extreme weakness. The 
temperature was 102.5. Later she became semi- 
delirious and restless. There was diplopia, ptosis 
of the lids, nystagmus and marked mental and 
physical exhaustion. Her answers to questions 
became vague and wandering. She would lapse 
into sleep after any slight exertion, either mental 
or physical. The pupillary reflexes were sluggish, 
the tendon reflexes hyperactive and the super- 
ficial abdominal reflexes absent. The blood pres- 
sure was 110 systolic, 70 diastolic. The urine was 
negative and the white blood count normal. The 
Wassermann on the blood was negative. Spinal 
puncture revealed a clear fluid under slightly in- 
creased pressure; the protein content was increas- 
ed, there were 18 cells per cubic millimeter and 
the Wassermann test was negative. The tempera- 
ture varied from 101 to 102.5, her pulse from 100 
to 120. Her condition gradually improved but 
was far from normal when she went into labor. 
She did not complain of her labor pains. She had 
retention following delivery and on catheteriza- 
tion 72 ounces of urine were obtained. During 
the puerperium she seemed to have a partial 
paralysis of the bladder. She continued to im- 
prove and was recovering slowly at the time the 
case was reported. 


A review of the eleven reported cases shows 
that out of this number seven of the cases, or 
63 per cent. proved fatal. There were two 
cases, or 18 per cent, which recovered while the 
outcome in two others was not stated. The 
mortality has varied in different reports in non- 
pregnant patients from 20 to 40 per cent. 
(Flexner). The mortality of 63 per cent. oc- 
curring in this series of cases is, therefore ex- 
tremely high. 

Five of the eleven cases, or 45 per cent., were 
delivered, three, or 2% per cent., were not de- 
livered and the outcome as to delivery in three 
others was not stated. 

The question arises does the pregnancy give 
the disease a graver prognosis? Both of the 


cases which recovered were delivered at term 
but it would be difficult to say whether the em- 
ptying of the uterus altered the outcome or not. 
Two other patients delivered themselves but in 
spite of this fact death followed. The final out- 
come in one case which was delivered is not 
stated. 
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The emptying of the uterus was considered in 
Sach’s cases but was advised against, as it was 
thought that nothing would be gained by it. 
Whether or not anything could be gained by 
this procedure is questionable. The liability to 
abort is evidently much reduced in this disease 
because in spite of the fact that some of these 
cases ran high temperatures they did not expel 
the fetuses prematurely. In not a single case 
did abortion result. 


The labors in cases VI, VIII and X were in- 
teresting from the standpoint of being pain- 
less. All three labors were short and rapid 
and the patients did not complain. There was 
apparently very little shock to the deliveries. 
This insusceptibility to pain was also shown 
by the patients when spinal punctures were 
done. They were performed in most cases with- 
out any local anesthesia and there was very 
little discomfort to the patients. Case X had 
a very marked atony or partial paralysis of the 
bladder following delivery, 72 ounces of urine 
being obtained on catheterization. She was 
unable to void until her bladder held at least 
40 ounces of urine. This symptom of retention 
is not uncommon in encephalitis lethargica 
cases. 

The question as to whether postmortem 
Cesarean section should be done in those cases 
where the child is viable and still alive when 
the mother dies is one which should be consider- 
ed. Undoubtedly by so doing at least an oc- 
casional baby could be saved. This question is 
one which could be easily settled if considered 
only from the scientific standpoint, but whether 
it would be practical in private cases is ques- 
tionable. At least it might be considered in 
selecting cases in hospital practice. 

The disease does not seem to have a serious 
effect upon the fetus. 
were normal except one in which the fetus was 
stillborn. In the case reported the fetus was 
still alive on the day the mother died. 

The symptomatology of these cases and the 
pathology of those which went to autopsy does 
not differ materially from that of cases oc- 
curring in non-pregnant individuals. The dis- 
ease usually comes on gradually, the most com- 
mon symptoms being lethargy, sometimes pre- 
ceded by mild delirium,’ irritability and rest- 
lessness, diplopia, ptosis of the eyelids, facial 
palsies, fever and in some cases nausea and 
vomiting. Most of the cases show a leucocyto- 
sis of from 12,000 to 17,000. The urine is us- 
ually negative and the blood pressure remains 
normal or slightly below normal. The neuro- 
logical findings are extremely variable, differ- 
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The babies in all cases . 
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ing in each case, and in the same case from day 
to day. 


Examination of the spinal fluid showed a 


‘fluid under slightly increased pressure. It was 


clear and contained from 11 to 85 cells per 
cubic millimeter. The albumin and globulin 
are increased and the Wasserman reaction nega- 
tive. 

The pathology consists chiefly in congestion 
and edema of the brain which is most marked 
at its base. The meninges show congestion and 
edema with a slight increase of cells in certain 
areas. It is patchy in character. The region 
of the basal ganglions and pons are most fre- 
quently affected. The medulla and upper cerv- 
ical cord may be affected. In some cases minute 
hemorrhages appear. There are perivascular 
infiltrations consisting mainly of small lymph- 
ocytes. A few polynuclear cells are also en- 
countered. There is practically no degeneration 
of nerve cells. 

In conclusion it may be said that encephal- 
itis lethargica occurring during pregnancy is a 
serious complication, the mortality being 63 per 


_cent. in the reported cases, patients running high 


temperatures having the worst prognosis. The 
disease does not tend to cause the’ death of the 
fetus and it does not seem to predispose to. 
abortion. Most patients with the disease, if 
they live long enough, carry their babies to term 
and the labors are quite likely to be painless or 
practically so, there being apparently very little 
shock connected with them. Whether or not 
the pregnancy complicating the encephalitis has 
anything to do with the high mortality will 
have to be determined after more cases have 
been reported. 

The advisability of performing postmortem 
Cesarean section where the child is viable should 
receive careful consideration. Viability as re- 
gards the performance of postmortem Cesarean 
section must be looked at differently from 
viability as regards other methods of delivery. 
Public opinion will sanction delivery by the 
natural passages in an effort to save the life of 
the child. On the other hand, public opinion 
has not been educated to the point where the 
Cesarean operation can be performed upon the 
dead body of the mother, unless there be every 
chance for the survival of the child. Failure 
to save the child after such an operation due to 
its questionable viability will bring this rare 
and occasionally extremely useful operation into 
disrepute and possibly prevent its use where @ 
valuable life might have been saved. 
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TOO LATE AND TOO EARLY IN 
ABDOMINAL SURGERY.* 


A. I. LAwsauaH, M.D., 
LAURIUM, MICH. 


One of the pregnant aphorisms of the illus- 
trious Father of Medicine, issued centuries age. 
was, “Life is short, art is long, experience fal- 
lacious, judgment difficult.” 

In view of the fact that much indifferent work 
is being done in surgery, and with the isica to 
stimulate thought and action to higher pur- 
pose and to greater endeavor I have chosen the 


above phrase as the basis of a few remarks based. 


on my experience of the past twenty-five vears, 
limiting my remarks to work in the abdominal 
and pelvic cavities. 

Haste in advising operative work often means. 
that measures are taken without due consider- 
ation for the welfare of the patient, and does 
not imply always only a brief interval of time, 
while delay may be for the good of the patient 
or for evil results according to circumstances. 
It is fortunate that in the majority of instances 
of surgical disease, the decision by the competent 
surgeon or operator can be made without a 
special sense of responsibility in spite of the 
fact that experience and judgment are often 
fallacious. 


There are in every community usually two 
cases of operators who may be represented by 
those on the one hand who are ready to operate 
if there be only an excuse for an operation, 
while on the other hand, perhaps the most nu- 
merous representatives are to be found in the 
ranks of the general, or purely medical practi- 
tioners, who by prejudice or fear defer as long 
as possible the advice that surgical measures be 
taken. The fact must not be lost sight of that 
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this is often a difficult task, because it will be 
at once apparent that judgment and experience 
are very closely associated and interdependent 
the one upon the other, and that in the consider- 
ation of each one separately, and in their several 
relations one with the other, there are many: dif- 
ferent factors to be borne in mind, the relative 
measure of importance of which it will be found 
impossible accurately to determine. 

The broadening of the field of surgical work 
and especially that of abdominal and pelvic con- 
ditions, during the last generation has been such 
that it would be impossible to avoid the de- 
velopment of these two classes mentioned, both 
from the merits of the subject itself, and oc- 
casionally we may fear from motives of person- 
al interest that consciously or paacrte se: 
sways judgment. 

These remarks do not apply ie the trained 
surgeon. 

The fundamental principles that underlie the 
question and consideration of operation or non- 
operation may well be expressed by the terms 
radical and conservative, meaning thereby that 
one class of individuals or surgeons are apt more 
or less blindly to do certain things under given 
conditions, while the other is more likely not 
to do so. Quoting what a well-known surgeon 
said, “Nine out of ten men will know what to 
do under given conditions, but the tenth man 
will know what NOT to do, and he is the most 
valuable man of the ten.” The truth of this 
saying, I am sure has been demonstrated upon 
more than one occasion to every one in this as- 
sembly. 


One of the fundamental principles that un- 
derlies the consideration of the question of op- 
erative or non-operative interference are, first, 
can we remove the diseased organ or favorably 
modify the morbid process by surgical measures, 
and, second, will our operative interference be 
liable to create other morbid processes more 
dangerous and troublesome than the condition 
present before operation. These are serious 
questions and are not to be answered in an off- 
hand or trivial manner. I will start with the 
premise that the great danger and one very 
grave, is that we should seek to avoid in ab- 
dominal and pelvic work in the induction or 
extension of peritonitis. Such dangers as shock, 
hemorrhage, intestinal paresis and infection I 
shall not dwell upon, for they are not pertinent 
for or against operation in the vast majority of 
cases, being usually operative or post-operative 
events that cannot be foreseen in the majority 
of cases. It cannot be too strongly stated that 
operative interference in abdominal or pelvic 
conditions in the presence of an acute spreading 
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inflamatory process is especially hazardous, and 
general experience shows in such cases a large 
operative mortality, as for instance, acute sal- 
pingititis etc. This is more especially true in 
those cases in which the operative measures 
would be liable to diffuse the septic material to 
hitherto uninvolved areas, hence much care and 
discrimination in all cases of appendicular, 
tubal, gall bladder and duct involvements. The 
extension of the morbid process from the in- 
terior of the appendix or tube to the peritoneum 
implies on the one hand the death of the pa- 
tient, and on the other protection from death. 
In the one case the protecting effects of local 
adhesive peritonitis, and on the other a rapidly 
extending inflammation of the peritoneum with 
all the many fatal complications and sequences 
of septic peritonitis. 

In many cases, in estimating the factors that 
will influence for or against speedy operation 
is the probable presence or absence of this pro- 
tective peritonitis, and our decision will be 
based on evidence which shows that our entrance 
into the affected area will not spread the in- 
fection and further involve the peritoeneum. 
Hasty, and I believe truly unwise, is the sur- 
geon who will attack by abdominal incision, a 
case of appendicitis or salpingitis in which the 
evidence favors the presence of protective ad- 
hesions which will wall off the area of disease 
and allow the virulence of the acute attack to 
abate so that the character of operative measures 
may change and the dangers be lessened. By 
this caution I do not wish to be understood 
as objecting or calling hasty the removal of an 
acutely inflamed appendix. In fact I would 
call the lack of operation in such cas¢s one of 
dangerous delay. An operative mortality of 15 
or 20 per cent. in acute pelvic or abdominal in- 
flammation is far beyond the probable danger 
of the diseases themselves uninfluenced by oper- 
ative measures, 


True, we sometimes come face to face with in- 
dividual cases of such inflammations in which we 
have the uncomfortable reflection that if we do 
not interfere, that special case may end fatally, 
while interference might bring about recovery ; 
such as we sometimes see in neglected cases 
of ruptured appendix or tubes, followed by gen- 
eral peritonitis. It is our duty, however, to 
decide on the basis of the probable danger in 
each case, and if we are to make abdominal sec- 
tion in the acute stage of ALL cases of tubal 
or appendicular disease, I am sure statistics 
show that the deaths would be more numerous 
than when a waiting course is pursued in cases 
where the process has extended beyond the or- 
gan involved. I repeat that when we know, 
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however, that if we ean remove the offending 
appendix for instanee before the inflammatory 
action has extended to the peritoneum in the 
vicinity, and before such protective adhesions 
have formed as to render a search for the organ 
a probable means of distribuiton of the septic 
material, then we can unquestionably diminish 
the mortality by early operation, though the 
term “Early operation” is only relative and not 
entirely to be measured by hours or days. The 
splendid results of early operation, and the 
evil results often following delay have convinced 
us from an experience of the operative treat- 
ment of appendicitis from early date to the pres- | 
ent time, that the earliest possible removal of 
the appendix in every ease where it has not gone 
beyond the appendix will result in the greatest 
number of recoveries. When we have had rea- 
son to believe that protective peritonitis is form- 
ing or already exists, it has been and remains 
our invariable rule to advise a waiting course 
for either the formation of a localized abscess 
or the subsidence of the inflammation. Taking 
the symptoms usually relied upon for diagnosis 
in intra abdominal or pelvic inflammation, 
namely, pain, vomiting, tenderness and muscu- 
lar rigidity, we must not rely upon the relative 
importance of each factor alone, but as a whole. 
For occasionally there is moderate rigidity of 
the abdominal muscles when the other signs 
justified the diagnosis of intra-abdominal in- 
flammation. Again, pulse and temperature may 
both be normal and yet grave intra-abdominal 
lesion exists, and relying on simply one cor- 
roborative symptom we may be led to believe 
that no grave condition exists and a fatal delay. 
Unless there is a corroborative evidence of the 
existence of protective adhesions we proceed to 
operate, because there is less risk in operative 
measures, than the danger of rupture into a free 
peritoneal cavity. Under such conditions we 
have found grave lesions without any notable 
attempt at the formation of adhesions, and with 
very limited changes in the contiguous periton- 
eum. 


Now for cases in which delay is unwise. 

The list would be too long to ennumerate all 
those abdominal and pelvic cases that would be 
liable to be injured by delay, but there is one 
broad general principle that should guide us, 
that if there is evidence of tumor or other mor- 
bid condition, that is not attended by an acute 
inflammatory process, and there is no other 
strongly contra-indicating reason, we advise 
operation even if the diagnosis is not positive, 
for in many cases we cannot know all about the 
trouble without operation, and if this condition 
proves to be one not relievable by operation, our 
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incision for examination will imply only a lit- 
tle additional risk. While it is our imperative 
duty to learn all about our patients before 
operating, we are more and more impressed by 
experience that many surprises come to us in 
the course of operative work. How many of us 
are following the course of delay in cazes of 
pelvic tumor, attacks of cholicystitis, appendi- 
citis and other severe conditions, hoping that 
the attack may subside and that an operation 
may be avoided. Unless there be good reason 
for procrastination, the chances are that danger 
is being incurred. How frequently has this 
been forced home to us in old cases of chole- 
lithiasis, appendicitis and salpingititis where ad- 
hesions render an otherwise simple and slightly 
hazardous operation, one of great difficulty and 
high mortality. 

Do not delay in sudden, acute, severe abdom- 
inal pain with symptoms of peritoneal shock fer 
a positive diagnosis; do not waste precious mo- 
ments which alone make recovery possible, in 
waiting for symptoms, confirming a probabie 
diagnosis. Do not wait for a diagnosis in cases. 
of abdominal hemorrhage from whatever cause, 
perforations of any of the hollow organs, acute 
infections of the gall bladder, rupture of the 
liver or spleen. Finally, in cases in which the 
lesion is only suspected, time is not to be !ost 
if that suspected lesion is one essentially fatal 
if not promptly relieved. Do not ailow vour- 
selves to be deterred because someone can cite 
a case which has recovered after the full develop- 
ment of serious abdominal conditions. ‘lhe late 
celebrated Maurice Richardson said: “I could 
count a hundred abdominal operations perform- 
ed too late for one unnecessary operation.” Sud- 
den, acute, severe abdominal pain, with symp- 
toms of peritoneal shock, have taught me not to 
wait until a positive diagnosis can be made, but 
to proceed to immediate operative procedures. 

Personally, I never start an abdominal sec- 
tion without the feeling that it would be a re- 
lief if I could with due consideration of the in- 
terests of the patient, lay down my scalpel and 
leave to. nature the future charge of the case, 
but experience tells us that to operate is often 
the only way to cure not otherwise obtainable. 

The painful problems are, when and how. 
The how usually will be settled by each in- 
dividual operator, but the when is a question 
with which physician and surgeon must strug- 
gle, and happy those who are charged with such 
problems when they can look back and feel that 
they have avoided rash haste and unwise delay. 

Well has the Preacher said: 
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“To all things there pertain time and judg- 
ment. 
The wise man discerneth both time and judg- 

ment.” 





CIVIC ACTIVITIES IN PUBLIC HEALTH 
AND PUBLIC HEALTH IN CIVIC 
ACTIVITIES.* 


Davip LirrtesonHn, M.D., LL.D., 
Health Officer, 
ISHPEMING, MICH. 


When first asked to discuss this subject we 
hesitated to accept the responsibility, because 
we realized the great field which it embraced 
and we also realized our own inability to bring 
before you in the proper way the many varied: 
relationships which exist between civic organ- 
izations and the problems of public health. We 
finally agreed to accept the task, not because 
we are less doubtful of our ability to handle it 
properly, or because the subject seems less im- 
portant, but because we thought that it might 
help to create some discussion, from which we, 
ourselves, would be able to derive a great deal - 
of valuable information. 

The title as first suggested was “Civic Ac- 
tivities in Public Health,” but we have taken 
the liberty of adding to that also the question 
of “Public Health in Civic Activities,” for the 
reason that the two seem to us to be so insep- 
arably connected, that it is impossible to con- 
sider the one phase of the subject, without 
touching upon the other as well. 

This is a most important and vital question 
and if it could be solved satisfactorily, it would 
help in a large measure to solve many of the 
difficult problems which confront hygienists and 
sanitarians in the performance of their duties. 

In order to discuss this subject intelligently, 
we must first get a clear understanding of what 
we mean (1) by Civic Activities and (2) by 
Public Health. Depending upon our interpre- 
tation of these two topics, will depend the value 
of the application of the inter-relationship 
which exists between them. 

Regarding the question of civic activities, we 
have looked in<vain, through the various en- 
cyclopedias and other works of reference, for 
a definition, or even an interpretation or des- 
cription, of what these might embrace. We are, 
therefore, compelled to use our own interpreta- 
tion of them, in the light as they appear to us, 
to be commonly applied in the average com- 
munity, and what their application should, in 
our opinion, represent. Civic activities, must 
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be held to include every phase of action which 
involves or reacts upon the individual, person 
or group, outside of a purely personal or prob- 
ably family relationship. So we must consider 
it as applying to all civil and social functions 
reaching a wider field than the purely individu- 
al or family circle. - This gives it a very wide 
scope and an almost unlimited field of activity, 
and, it is from this wide range viewpoint that 
we desire to discuss it in its relationship to pub- 
lie health. 

When we come to consider the question of 
public health, we find many and varied ex- 
planations given by different individuals. We 
would not, however, consider it from the nar- 
row aspect which it at one time was looked up- 
0. No longer do we consider the realm of the 
health officer or health department to consist 
merely in the quarantine or isolation of the 
eommunicable diseases. Public health is rather 
eoncerned with all phases of activity, which 
have any relationship with the health of the 
individual:or of the community, or which may 
have an influence in any way in determining 
the life tenure of the normal individual. 

One of the most graphic and comprehensive 
definitions which we have seen of this subject, 
was the one given by Professor Winslow, of 
Yale University. He thus expresses the modern 
up-to-date scope of the field of public health. 


“Public health is the science and art of pre- 
venting disease, prolonging life and promoting 
physical health and efficiency, through organized 
community efforts for the sanitation of environ- 
ment, the control of community infections, the 
education of the individual in principles of-per- 
sonal hygiene, the organization of medical and 
nursing service for the early diagnosis and pre- 
ventive treatment of disease, and the development 
of the social machinery which will insure to every 
individual in the community a standard of living 
adequate for the maintenance of health.” 


This represents no small program for the ex- 
ecutives of public health, and it is from this 
standpoint that we desire to consider it in its 
connection with our subject under discussion. 

With this then as the basis for our under- 
standing of what public health really means 
and includes, and with the wide rang? view of 
the scope of civic activities, we can now mere 
readily realize how these two activities corre- 
late with each other. 

We might ask why should civic activities 
have anything to do with public healta? In 
reply we would say, that to our mind. there is 
nothing which should be of equal inpertance 
to all civic organizations, as the question of 
public health. Everything else is subservient to, 
and dependent upon this, and the public health, 
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depends upon the grouping or aggregate of the 


combined health of the individuals, esmprising 
the community. 


Civie organizations are concerned with civic 


problems and civic programs, and wha. civic 
problem is not vitally affected by the community 
and individual health? No matter whether it 
be the industrial, the commercial, the educa- 
tional, the social or the religious field of civie 
activity, all are inseparably connected with the 
question of public health in some way or other. 
This being the case, we can readily see what a 
powerful force civie action can become if it is 
utilized in the right direction, after being 
aroused to activity. 

One of the greatest factors which has been 
effective in arousing eivie interest in public 
health matters, was the late war. The fact 
that one out of every three men examined for 
service in the draft age, was found to be unfitted 
for military duty, due to some defect or dis- 
ease, and we believe, from our own experience 
in the examinations conducted at some of the 
training camps, that if the rigid requirements 
of the pre-war days had been maintained in 
these examinations the percentage of unfit would 
have been é¢ven much greater. This experience 
however, made us all realize that we had been 
negligent somewhere in our health policy and 
program, local, state and national, else this con- 
dition would not have been allowed to develop. 
We had been misdirecting our energies along 
other lines. We had been too actively engaged 
in commercialism and were blind to the fact 
that our eager pursuit after commercial gain, 
to the exclusion of matters of health, was really 
interfering with our great commercial ambi- 
tions. 

The chief value we have derived from this 
object lesson, has been in that it has aroused 
civic interest in the subject of health. Now we 
find industrial and commercial interests in- 
quiring, to what extent does this condition af- 
fect them? Does it affect their producing ca- 
pacity, and if so, how? It has altered the health 
proposition from being one looked on as a mere- 
ly sanitarian, philanthropic or humanitarian 
project, to one of economic efficiency. When we 
fail to get response to our pleas for bettering 
health conditions, from the standpoint of the 
benefit to the individual, we can get an im- 
mediate outburst of interest, if we can show 
that it affects the producing capacity of com- 
merce and industry. 


Vast sums of money have been expended in 
the interest of preserving the health and lives 
of our horticultural and live stock. Why? Be- 
cause every crop of fruit destroyed by the dis- 
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ease of the fruit trees, and every hog or steer 
that has died from hog cholera or foot and 
mouth disease, has meant a lessening of the 
food supply of the nation and a consequent in- 
crease in its cost, as well as, an actual money 
loss to the producer. But what an effort had to be 
made in order to get even a small appropriation 
from our legislatures, either municipal, state or 
national, to fight disease and death among our 
human population? They could not see the 
financial return from money so invested. The 
result has been that the hygienist and the sani- 
tarian got but little response to their appeals 
for aid. However, the awakening has come, and 
the public are being brought to a realization of 
the true state of affairs, and, there is no more 
potent power in the nation, than that of aroused 
public interest. They now see that every indi- 
vidual who through unhealth is unable to do 
his or her full duty, is lessening production, and 
not only this, but is to a certain extent, even 
becoming a burden on the producing capacity of 
others. That every child allowed to die or be- 
come incapacitated in infancy or early child- 
hood, cuts off just so much from the future pro- 
ducing capacity of the community, state and 
nation. In a word, they now see, or at least 
they are coming to see, that every unhealthy 
individual is a drain upon the producing equip- 
ment of the nation, and that every person who 
dies before the expiration of their allotted span 
of three score and ten years, is an actual loss 
to the available assets of the nation. 

The question of health, whether personal, or 
public, has ceased to be looked upon merely as 
the dream of idealists, but has become a nation- 
al civic and economic problem. This has been 
brought about very largely, through the inter- 
est that has been aroused among our civic or- 
ganizations, and it must be largely through 
these same sources, that further advances in 
this line must be achieved. The elimination of 
the mosquito from the Panama Canal zone, 
made possible the canal which now unites the 
great oceans on the east and west of our con- 
tinent. This one public health achievement has 
meant more to the commercial and industrial 
activities of the world than any other great 
achievement of modern times. 

Health departments must keep in close touch 
with all civic organizations and keep ever before 
them the health needs of the communities which 
they serve. Civic interest has been aroused and 
it is now up to the public health departments 
to see that this interest is maintained and that 
its activities are directed in the proper channels. 

In considering the various activities and their 
connection with public health, we are not go- 


PUBLIC HEALTH—LITTLEJOHN 











491 


ing to touch on some of these civic activities, 
because their relation to health problems is so: 
apparent, that with the limited time at our dis- 
posal, we do not consider it necessary to devote “ 
any of it to a discussion of them. Tak« ~uch. 
organizations as the American Red Cross and. 
its many actvities. This is so obviously involv- 
ed with the problems of public health, that 
every one at once realizes its importance in 
this direction. The same is true of the various. 
anti-tuberculosis societies which are organized: 
throughout the land, these are organizations. 
primarily concerned with public health matters.. 
The various social welfare organizations, which 
largely concern themselves with the problem of 
venereal] diseases, their prevention and elimina- 
tion. We also have the civic industrial welfare 
organizations, whose chief function relates to: 
the health problems of the industrial employees, 
whether it be in the mine, the factory or the 
workshop, or even in the homes. The Y. M. C. 
A., the Y. W. C. A. and the Boy and Girl Scouts. 
and the numerous other civic organizations of 
a like nature, all these have positive health pro-. 
grams in connection with their various other ac-. 
tivities, and all are very actively engaged in 
health work among the various individuals who: 
constitute their membership. 

We would, however, rather limit our remarks. 
to the consideration of a few of the civic organ- 
izations, probably not so commonly recognized, 
as being actively concerned with public health 
affairs, but even in considering these we will 
only have the time to devote to a very few of 
them. 


Let us consider very briefly a few of the or- 
ganizations whose civic activities we meet with 
in the ordinary community. Is our civic or- 
ganization one which is concerned primarily 
with the material welfare of the community? 
Examples of such are the commercial clubs, the 
chambers of commerce and other organiza- 
tions of a like nature. In what way are they 
interested in the question of public health, if 
at all? Have we ever examined the advertising 
propaganda which is put out by these organ- 
izations calling attention to the merits of their 
particular community? If so, we will have ob- 
served that some of the important things which 
they emphasize, are, a good water supply, a 
good sewerage system, a good housing system, a 
low sick and death rate, etc. These are all 
things which belong to the realm of public 
health and are of vital interest to every com- 
munity. If any community desires to have its 
maximum of material success, it can only have 
it, if it sees to it, that it allows nothing to exist 
which will have a deleterious effect upon the: 
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health and lives of the men, women and children 
of their community, because these are the basic 
factors conceined in the production of the ma- 
‘terials from which their material wealth is de- 
rived. So that all civic organizations which 
are commercial in their nature, are not only in- 
terested in, but are also affected by, public 
health. It is a fact, that all such organizations 
which are really accomplishing things in their 
communities, realize that the first essential in 
their success, is a community where health pre- 
vails, and this condition can only be accomplish- 
ed and maintained through their active interest 
in, and co-operation with, the public health ac- 
tivities of their community. 

Take such national civic organizations as the 
Rotary Club and the Lions’ Club or the Kiwanis 
Club. These are all practically founded upon 
the same plan and principles. One of the chief 
objects of their organization is to further in- 
terest in the promotion of public and private 
health work in their community. 

These organizations realize that every con- 
sideration is subservient to and dependent up- 
on, the health of the community, and the com- 
munity health upon that of the individual. 

Health is recognized as wealth, because with- 
out health, or even with impaired health, the 
wealth producing function of the individual or 
the community is lost, or at least very much 
diminished. Lack of health among industrial 
employees is now recognized as one of the great- 
est factors in inefficient production which man- 
ufacturers have to contend with. This impair- 
ment of health is brought about through so 
many channels, that the field of public health as 
it touches our commercial prganizations, is al- 
most boundless. Among these are, working 
conditions and environment, including that of 
the workshop, the home and the community, 
food, facilities for recreation etc., these all play 
an important role in the production of health 
or unhealth, depending on whether they are 
proper or improper. Hence all commercial or- 
ganizations, through their civic activities must 
take an active part in the public health pro- 
gram of their communities. 

Next let us consider our civic educational ac- 
tivities. What interest is there in the civic edu- 
cational program of a community, in connec- 
tion with the public health. Can the edu- 
cational activities be conducted without an ac- 
tive part in the public health movement in their 
community 2 We answer, most emphatically, 
they can not. Modern educational activity has 
been shown to be absolutely dependent upon 
the health of the children. All conditions 
which interfere with er affect the health of the 
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pupils injuriously, will also interfere with their 
educational progress. Educators for many 
years have known that they had to deal with 
what has been called, “backward” children, but 
now they have come to realize that most of this 
“backwardness” is due to diseased conditions, 
or physical defects, which exist in the child. So 
now our educational organizations are insist- 
ing on having these diseases or defects looked 
for and corrected, as early as possible, in order 
that the child may derive the full benefit from 
the educational facilities offered to it. Hence 
we have school nurses and medical inspection 
of school children. These are not being used 
from the purely philanthropic or humanitarian 
standpoint, but from the economic or financial 
standpoint as well. 

It costs over $50 per year to educate each 
child in our public schools, so that each “back- 
ward” child which fails to pass its grade in the 
regular time and has to repeat the work a sec- 
ond year, is adding an additional $50 to the 
educational cost of that community. To illus- 
trate, take a school district with an enrollment 
of 1,000 children, suppose only ten per cent. of 
these, and that is quite a low average, fail to 
complete their grade and have to repeat their 
work for a second year, this would mean that 
100 children would have to be taught the same 
work over again. This would put an additional 
cost of $5,000 on that school district for one 
year. Do you suppose that the educational or- 
ganization of that district, when it comes to 
realize the amount of this really needless expen- 
diture, will not be interested in a way to stop 
it? Most assuredly they will, and it is largely 
due to this reason that we find in almost all up- 
to-date educational organizations, means pro- 
vided for the examination and care of the chil- 
dren in the schools. 

For many years it has been considered a ra- 
tional part of the educational program in our 
public schools to include in the course of study, 
a course in hygiene, wherein the child is sup- 
posed to be taught some of the elemental prin- 
ciples concerned in maintaining its health. It 
has been recognized that. the life of the in- 
dividual is largely made up of our aggregate 
habits, and that if by instruction in early life 
proper health habits can be developed, then 
there will not be the same likelihood for the 
later development of habits which will be in- 
jurious, or at least unhealthy. So we have ele- 
mentary training in the principles of hygiene as 
one of the forms in which educational activity is 
manifested in public health. 


Again, is the civic organization interested in 
recrcatioral activity? How and to what ex- 
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tent does the question of health affect their or- 
ganization and activity? . All recreational pro- 
grams come in very close relation with modern 
health problems. First, recreation must be 
adapted to the age and physical condition of the 
individual. From the health standpoint, we 
know that persons of mature years, can take 
part in grades of physical exercise, which would 
be absolutely unfitted for those of less mature 
years. Also health supervision of recreational 
activity is required in order that the special 
form of exercise may not be carried to excess. 
We all know of persons who have ‘been 
crippled physically through not knowing or 
having some one who does. know, tell 
them, when to stop play. Many athletes and 
even others, have been injured . permanently, 
and go through life with impaired heart func- 
tion, because they have carried their physical 
activity to a point where fatigue of the cardiac 
musculature, has resulted in the production of 
an organic valvular lesion. Health supervision, 
if properly performed, would prevent such con- 
tingencies and would. enable the individual to 
exercise in such a way and to such an extent, 
that only the greatest good and not injury 
would be the result of the physical training. 

Again, in recreational training, it is found 
that in order to produce the best results and the 
greatest degree of efficiency, it is necessary to 
guard the diet of those in training and to pro- 
hibit the indulging in certain things which ex- 
perience has proven to ‘be injurious, or at least 
a handicap, in obtaining the best results. This 
education along the lines of proper diet, forms 
an important activity of the recreational or- 
ganization. 

We have not touched upon the most apparent 
of all reasons for the close relation existing be- 
tween recreational activity and public health, 
and that is the good obtained from any form of 
recreation which aids in the building up and 
developing of stronger bodies and clearer minds, 
through the strengthening of the muscular 
tone and the elimination of the toxic products of 
metabolism. This is so apparent, that we do 
not consider it necessary to refer to it in de- 
tail. All these various facts show us, however, 
the very close relation which must exist between 
recreational activity and the problems of health. 

We could extend the consideration of this 
subject to include every phase of civic activity, 
such as the numerous fraternal organizations, the 
activities of the various insurance organiza- 
tions, which are doing a wonderful work in the 
educational field of public health; the various 
religious denominations and the multitude of 
other civic organizations which form a_ part 
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of every organized community, and we would 
find the same result. They are all vitally and 
inseparably concerned with the health prob- 
lems ef their community. All do not take the 
same degree of active interest in assisting in 
carrying out the program of health in their 
community, but this is largely because their 
aid has not been enlisted and their interest 
properly awakened, by the presentation of a 
worth-while program which they can help in 
carrying out. | 

In our own state the legislative department 

has seen the value of the use of civic activities 
in community problems, and they have by leg- 
islative enactment adopted the use of them, and 
have so correlated them that they may act col- 
lectively and harmoniously in the various com- 
munities. 
‘The Community service law, known as the 
Baker bill, which was passed by the state legis- 
lature in 1919, and under which all the various 
civic organizations in any given community, 
may organize and form a body known as a Com- 
munity Council, which is under the direct man- 
agement of a body consisting of one representa- 
tive from each civic organization desiring to be 
affiliated with the Council. One of the main 
objects of this Community Council, is for the 
express purpose of considering and taking part 
in the determination and execution of all such 
activities as may be beneficial to the health of 
the residents of the community which they 
serve. 

This is an advance step in the work of har- 
nessing the various civic activities in any com- 
munity and linking them up with the health 
program of their constituent organizations. This 
organized effort can be made very valuable, if 
properly directed. It will prove a wonderful 
aid in not only creating a sentiment for, but 
also in executing, health work in their commun- 
ity. The active co-operation between the health 
department and the community council, will 
prove a valuable asset to the health of the com- 
munity. 

One of the ways in which these community 
councils can be of great assistance in the pub- 
lic movement, is by helping in the educational 
work of the health department. This is one of 
the biggest fields of the health department, not- 
withstanding the attitude of some who think, 
or at least talk differently, and who seem to 
think that the sole function of a health de- 
partnient is to prevent ‘the spread of communi- 
cable disease, but even with this limited view, 
we fail to see how even that is going to be ac- 
complished properly and effectively, without an 
educational program. 
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The attainment of the objects for which pub- 
lic health stands, as we have already outlined, 
‘can only be brought about by education. The 
enactment of health laws is not in itself suf- 
ficient, although most worthy. Men and women 
can not be made healthy by legislative enact- 
ment, any more than they can not be made 
moral, by the same method. This knowledge of 
the value of and necessity for, the observance of 
these laws must be brought home to the in- 
‘dividual and the community if they are going 
to be of. real benefit. One of the most useless 
things possible is, the enactment of a law, either 
health or otherwise, without the necessary 
knowledge for its observance and the suitable 
ways and means to insure its proper enforce- 
ment being provided. Better far to have no law 
on the subject, than to have it on the statute 
‘books and leave it unenforced. Such action 
leads to the disregard for all laws and forms 
the birthplace for bolshevism and other reac- 
tionary movements. Therefore, we say most em- 
phatically, that education along health lines 
must occupy a foremost place in the health 
program, and in this work, the utilization of 
the civic organizations and activities in a com- 
munity, can afford one of the very best means 
at our disposal for accomplishing this. An or- 
ganization, or an individual, soon loses interest 
in any movement in which they come to feel 
that they have no part. Give these organiza- 
tions a part worth while in these health pro- 
grams, so that they will feel that they are 
vitally concerned in the subject and that they 
are really doing something which is of value, 
not only to themselves, but to their neighbors 
and the community as a whole, and many of 
our past and present difficulties in the execu- 
tion of our health programs will be largely 
solved. 

If we will only harness up our civic activities 
with the public health activity, we will develop 
a combination which will enable us to accomp- 
lish, almost undreamed-of possibilities. Let 
us give them a vision of the great need for, and 
_ the wonderful possibilities to be achieved 
through, this co-operative health movement and 
the obstacles which now seem great as moun- 
tains, will soon become nothing greater than 
molehills. | 


What nobler aim? What more inspiring 
ambition? Nay! What more Divine aspira- 
tion could fill the hearts and minds of the men 
and women of our land, who form our great 
civic organizations than that eager desire to join 
their forces with the various health organiza- 
tions of the nation, which have as their object 
the tearing asunder of the dark veil of ignor- 
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ance and the breaking of the shackles of false 
ideas which have held so many individuals and 
communities in our land bound in captive dark- 
ness, making them a prey to the vultures of dis- 
ease and death, leaving in their train wrecked 
lives and homes, misery, pain and death; and 
to lead them out through the plains of knowl- 
edge, up to the rosy heights of health, where 
they can see the glorious sunrise of the new hope 
of a lengthened life, enriched by the happiness 
and wealth which comes to them through the 
enlightening influences of the examples of right 
living, which will give them an inspiration to 
live their lives in strict accord with the laws of 
health, so that their lives may be also filled 
with the spirit of service and helpfulness to 
their fellow men, thus enabling them to take 
their place in the nation as useful and honored 
members of society and whose children will rise 
up to call them blessed, because they have passed 
on to succeeding generations the valuable herit- 
age of healthy bodies and vigorous minds. 





GALL BLADDER DISEASE. 


C. D. Brooks, M.D., 
DETROIT, MICH. 


In any consideration of surgery, of the gall 
bladder, the fundamental principles will be, 
that a correct diagnosis be made. Without such, 
operation will be performed with anything but 
good results. The diagnosis must be determin- 
ed by all possible means of examination of the 
gall bladder tract. We believe here, as in most 
diagnosis, that a good clinical history and a 
general careful routine examination is neces- 
sary. It is important in taking history that the 
one who takes the history have sufficient experi- 
ence, that the essential points of a history be 
obtained. It is customary in some hospitals, 
that the history taking is placed in the hands 
of the junior internes. We believe that in or- 
der to take a good history, an interne with con- 
siderable experience is necessary, aS many essen- 
tial points are missed by the inexperienced. 

_ It seems to be well established that infections, 
often focal in type, are the causation of many 
of the symptoms and infections which are pres- 
ent in the gall bladder tract. It is, therefore, 
very important that when patients present 
themselves with a suspicious history of gall 
tract disease, that a complete and thorough 
routine examination be made in all cases. To 
the usual examination, a careful examination 
of the accessory sinuses, examination of the 
tonsils, examination of the teeth which should 
be supplemented with X-ray, and unless the 
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symptoms are pronounced in character, and 
would seem to demand an immediate interven- 
tron, we would advise against surgery in these 
cases until all positive means of infection have 
been eliminated. Such routine examination of 
course, would require a careful proctoscopic ex- 
amination when a possible local disturbance is 
found like thrombotic hemorrhoids or other 
possible avenue of infection that these condi- 
tions should be corrected, before having the pa- 
tient subjected to any operation. We have for 
years recommended and seen startling results 
from having diseased tonsils removed in many 
cases of hyperthyroidism. It has been definite- 
ly shown regarding the role that infection plays 
in the diseases of the gall bladder, in ulcers of 
the stomach and duodenum. The diagnosis must 
be taken with such great care that when they are 
subjected to an operation, they will have the 
proper kind of an operation and may expect 
relief from their symptoms. 


Many patients have been subjected to an 
operation for appendicitis when the appendix 
had played only a small or no part in the dis- 
ease, and while in most cases the appendix is 
an important factor in the etiology of this dis- 
ease, and as a rule when patients are not in 
serious condition and are subjected to an aper- 
ation upon the gall bladder tract that the ap- 
pendix be removed as a routine part of the op- 
eration. When operating upon the gall bladder 
tract unless the surgeon who operates on such 
cases is fully conversant with his symptoms 
after a complete history and correct diagnosis 
patients will often be made much worse by hav- 
ing unoffending organs removed and the dis- 
ease is left behind, not discovered on account 
of the lack of training and surgical experience 
on the part of the surgeon and improper in- 
cisions. We believe we are not justified in the 
operations in the peritoneal cavity unless a rou- 
tine examination is made of the abdominal con 
tents. The sigmoid, uterus and adnexa, appen- 
dix and cecum, terminal ileum, both kidneys, 
stomach, duodenum liver, and gall bladder tract 
should be made part of every operation, unless 
there are counter indications against such. We 
advise Wassermann examinations, 24 hour urine 
blood examination, both chemical examination 
and complete count and time of blood clotting is 
made in every case in contemplating operations 
of the gall bladder tract except emergencies. In 
patients who are jaundiced, a blood transfusion 
should always be given before operation. We have 
not been convinced that excepting for occasion- 
al findings, the X-ray is of much value in arriv- 
ing at a correct diagnosis of disease of the biliary 
tract. Whenever possible, however, we always 
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advise that an X-ray plate be made of the gall 
bladder region and that an X-ray examination 
be made of the stomach and duodenum. This 
we advise as part of the routine examination 
and have found that it gives valued assistance in 
elimination of disease outside the biliary tract. 
The X-ray diagnosis of gall stones depends up- 
on the lime content, and one should not be in- 
fluenced in the least whether or not the X-ray 
shows pathology, positive or negative, as to the 
presence of gall bladder disease. 

It is a well known fact that many patients 
have been allowed to suffer with gall stones and 
gall bladder complications who have also had 
syphilis. It is equally true that many patients 
have been wrongfully subjected to operation on 
the gall bladder tract or stomach, that would 
not have had to undergo such if syphilis had 
been excluded. There will always be a few 
cases even after the most careful examination 
and where all the data has been carefully con- 
sidered, that the diagnosis will not be revealed 
except on the operating table. But we believe 
that the percentage of these cases will be small 
if the examination has been carefully made. It 
is, of course, obvious that good results will not 
follow an operation on the gall bladder tract, 
unless the disease is found, and we advise 
against operations being performed on the gall- 
bladder tract when the patient has intestinal 
stasis or the symptoms of biliary stasis, which 
is only part or an end result of a general or 
medical diseased condition. It is this sort of 
patient who is usually neurotic and it is to 
this patient that we would suggest that surgery 
be not performed, as these kind of cases are 
usually worse after any operation. 

Gall bladder disease is a disease of the fourth 
or fifth decade, but like cancer, occasionally is 
found in the very young. Cases, however, are 
not uncommon under the age of twenty but 
most of the cases come to the surgeon between 
the ages of 40 and 60 and in this series of cases 
the average ages are 46 years. As a rule the 
time from the beginning of symptoms until the 
time of symptoms averages 7% years. Most of 
the patients are very robust with fat abdominal 
walls, but in a number of cases with long stand- 
ing infections who have been on the diet without 
relief present the clinical appearance and clini- 
cal appearance, loss of weight, etc., like duoden- 
al ulcer. 

JAUNDICE. 


In this series of cases jaundice in some peri- 
od in the history of the disease was present in 
34 per cent. As a rule this is a symptom of 
complication rather than a disease and only in 
a few cases do we find jaundice excepting as the 
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patient has had several attacks of gall stone 
colic. It means either obstruction in the hep- 
atic or common duct and whenever preceded by 
pain gall stones would be expected. We believe 
however, that it is very dangerous to allow pa- 
tients to continue with gall bladder disease un- 
til this complication arises and we usually have 
accompanying this symptom pancreatitis to a 
lesser or a greater degree. If we would at- 
tempt to cure these patients, operations should 
be advised before marked changes have taken 
place in the pancreas, besides pancreatitis which 
is a very dangerous disease, we have cholangitis, 
acute hepatitis, local or general gangrene with 
gall bladder perforation and peritonitis. Most 
of these symptoms could be avoided if the pa- 
tients had the right kind of treatment, which 
is not medical, but surgical. We believe that 
whenever gall stones are present that as soon 
as the diagnosis has been made that operation 
should be performed and the patients should not 
be subjected to a long course of medical treat- 
ment which is dangerous. 

“The acute Indigestion” or “Gastric Neural- 
igia” for the most part should be eliminated. A 
carefully taken clinical history with a thorough 
routine examination will usually eliminate 
gastric or duodenal ulcer and when the diagno- 
sis of such cannot be made by clinical history 
with X-ray aid, ete., we should suspect that the 
cases of epigastric pain might possibly be due 
to infected gall bladder or pancreatitis accom- 
panying such. 

The location of the pain of the gall bladder 
disease is usually under the right costa”margin 
and unless the patient has a common duct stone 
or pancreatitis is usually not referred at first 
to the mid-epigastriec region as are legions of 
the stomach and duodenum. 


CHOLECYSTECTOMY VS. 


CHOLECYSTOSTOMY. 


As in most cases of operation the best results 
will be obtained by not following any certain 
method but to use the best method in the in- 
dividual patient. In patients who are desper- 
ately ill, or who are not in very good condition, 
it would be very obvious that the operation 
which could be performed with the greatest 
safety to the patient should always be perform- 
ed. Many patients are in such bad condition 
that they will need operations with local anes- 
thesia, gas or oxygen and it seems best that 
cholecytostomy should be operation of choice in 
some of these cases. In cases of common duct 
stones, patients in bad conditions, it may be 
best to do an. octomy at the time of the opera- 
tion, and do a second operation of ectomy later. 
We will get better results by opening the com- 


GALL BLADDER DISEASE—BROOKS 





Jour. M. S. M. S. 


mon duct, relieving obstruction draining this 
duct and removing the gall bladder if the pa- 
tients condition is satisfactory. We should con- 
sider that a cholecystostomy is safest to a pa- 
tient with an acute common duct obstruction. 
which is usually associated with an acute pan- 
cretitis. By timely surgery and by cholocystec- 
tomy, patients will avoid such complication. 
The patients that are in good condition with 
either cystic or common duct obstruction, 
with atrophoid and functionless gall bladder 
will be better as a rule by removal of obstruc- 
tion, draining the duct, and removal of the gall 
bladder, and by its removal, if we are convinced 
that we have relieved the duct obstruction, the 
patient will make a better permanent recovery, 
than if an ostomy is performed. In a certain 
number of cases transduodenal choledochotomy 
will have to be performed on account of the 
lodgement of the stone or stricture in the com- 
mon duct. We believe that gall stones 
reform more often than generally believed and 
that most of these stones are formed in the 
gall bladder. Many troublesome adhesions will 
be avoided if the surgeon uses great care to pro- 
tect the peritoneal surfaces and if he considers 
all fluid in the gall bladder septic. The ad- 
hesions which form after cholecytostomy are 
often very troublesome, even to the most skill- 
ful and as a rule a secondary operation for re- 
moval of the gall bladder is a much more dif- 
ficult procedure than a primary operation of 
cholecystectomy. We advise cholectostectomy 
for the following conditions: 

1. Empyema with cystic duct obstruction. 

2. For mucous fistulas following cholecytos- 
tomy, first of all being sure that the cystic or 
common duct is not obstructed. 

3. Gangrene of the gall bladder in some 
cases the patient is in such a serious condition 
that we have been content to remove the mucosa, 
this we perform by splitting the gall bladder 
to the cystic duct and shelling out the mucus 
membrane. — 

4. The infected gall bladder often with sub- 
accure symptoms the so-called “strawberry” gall 
bladder. In some of these cases we believe the 
gall bladder should be opened and ducts care- 
fully explored before proceeding with cholecy- 
stectomy. 

5. Carcinoma of the gall bladder. Most of 
the cases of cancer of the gall bladder follow 
gall stones and not frequently follow cholecysto- 
tomy for such. We have had five cases of cancer 
of the gall bladder in the last ten years, all of 
which had gall stones and have had an operation 
of cholecystotomy. We believe that these can- 
cers would not have occurred if the gall bladder 
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had been removed instead of having been 
drained at the primary operation. We also be- 
lieve that there are many unreported cases of 
cancer of the gall bladder until it would seem 
that it was a very serious question regarding the 
leaving in of an organ which has entirely lost 
its function which may finally be the seat of a 
cancer. 


RESUME OF 100 CASES OF OPERATIONS ON 
GALL BLADDER TRACT. 


Operations from Jan. 1st, 1919 to May 15th, 1920. 

















Male Patients 24 
Female Patients 76 
Youngest Patient a . 21 years 
Oldest Patient 2 _ 68 years 
Average age —----- 46 years 
Average duration of symptom  -------~--~--- 7 years 


Average duration in hospital 20 days. 
Average time of hospitalization 1 day before operation. 




















Number of gangrenous cases 12 
Number of empyemas 17 
Number of cases with stones 87 
Number of cases without stonés 13 
Number of jaundice at time of operation ~-_.--_-- 15 
Number of previous history of jaundice ~-----___- 31 
Number of cholecystectomies —- 72 
Number of partial cholecystectomies ~------_--__-_ 11 
Number of cholecystomies with cystic or common 
duct drainage 34 
Number of cholecystectomies which has previous 
drainage —__- 4 





Mortality in all cases 
Cases of gangrenous gall bladder with acute pan- 
creatitis and peritonitis 4 
Cancer of the gall bladder — 1 
Cholecystectomy who died on the 10th day after 
the operation, probably from peritonitis from 
leakage of the bile ~-_-____ 1 














These cases were all operated at Harper Hos- 
pital with the exception of ten cases, and do not 
include cases operated upon by Dr. Angus Mc- 
Lean. I wish to thank my associates, Drs. W. 
R. Clinton, W. D, Barrett and L. B. Ashley, 
for their aid and valuable assistance, and Dr. 
J. J. Corbett, house surgeon at Harper Hospital, 
for preparation of specimens. 


DISCUSSIONS. 


Dr. H. E. Randall, Flint: It seems to me that 
Dr. Brooks’ table showed that his cases came late, 
sO many empyemas and so many cases that gave 
a history of jaundice. I am glad that he em- 
phasized the point that gall-bladder cases should 
be diagnosed earlier than they are. It has been 
my good fortune to live during the creative 
period in abdominal surgery. In 1878, Kocher 
was operating by putting gauze around the gall- 
bladder and then six days later opening it up 
and taking out the gall-bladder. Then for a few 
years they used the anastomotic button through 
the gall-bladder. About the only cases that were 
operated before that time were cases that had 
dense edhesions to the abdominal wall. A big 
improvement in gall-bladder surgery came when 
we learned to properly place the patient on the 
table, with the use of sand bags and elevators 
to raise up the gall-bladder. 

The next point is rotation of the liver and the 
technic is mobilization of the duodenum in some 
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of the cases. A few years ago the gall-bladder 
was stitched to the fascia and then was stitched 
to the peritoneum and finally was dropped back 
into the abdomen. Two new steps in technic 
which have recently come up are McArthur’s 
putting a tube in the cystic duct and pouring 
solutions through that. Matas has carried that 


further and is feeding some of his patients 
through the tube. Deaver was opposed to 
“ectomy” early. He now advises it in almost 


every instance. From my little experience I am 
convinced that most of the cases in which stones 
reform in the gall-bladder are those in which 
the stones were not all removed at the first op- 
eration. 


Dr. A. M. Campbell, Grand Rapids: This paper 
represents a great deal of work. When I hear 
a man say that he has done a certain number of 
operations of a certain type, I know it is a good 
many. If we look over our statistics we may 
think we have done a great many when we really 
have not. If this represents Dr. Brooks’ person- 
al work, it represents a great deal of work. 

At present we are not operating on unknown 
pathology when we operate on a diseased gall- 
bladder. I think the time is coming when we 
will look on the gall-bladder like we do the ap- 
pendix. Operations on the gall-bladder may be 
the simplest or the most difficult operations of 
surgery. It is very easy to watch a moving pic- 
ture of how we remove a gall bladder. 

A point that has not been mentioned is that 
there are certain anomalies in the anatomy of the 
cystic duct and cystic artery. We had an unfor- 
tunate experience ourselves in a case in which 
we ligated the common duct in which thes an- 
omaly was present. I think it is not a bad prac- 
tice before opening the gall-bladder or going 
down into the cystic duct, to make sure we are 
not ligating the common duct. I think the main 
point isgthat these cases should be recognized 
early in their course. The technic is well known. 
Another point is that in all medical and surgical 
cases a careful history should be taken. I still 
believe that 90 per cent of all medicine is a care- 
ful history. 


Dr. Daniel N. Eisendrath, Chicago: Dr. Brooks 
has given us an extremely honest paper, as those 
of us who know him would expect. It is a frank 
confession. He has brought out a number. of 
very interesting points and one of them in con- 
nection with the question of mortality, because 
we have all had experience of that kind. In doing 
a cholecystectomy we have all had the misfor- 
tune to have the stump of the cystic duct open up 
on us, in other words, discharge its bile into 
the peritoneal cavity, when we did not want it. 
For that reason I have given up using any ma- 
terial for ligating the cystic duct except kangaroo 
tendon. You must remember the bile in the in- 
trahepatic vessels and cystic duct is under pres- 
sure about as normal blood, 140 mm., as shown by 
Mann at the Mayo Clinic. In other words, there 
is a constant pressure to dissolve your ligature. 
For this reason I have taken no chances in using 
other material, excent something [| know will 
stay there for two or three weeks until we have 
an organization of our stump. 

The Doctor brought out several other points, 
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one of which is very interesting to those of us 
who are in the field of kidney work. I see so 
many cases in which kidney lesions have been 
overlooked and the patients operated on for gall- 
bladder disease. Every month or so I have a case 
sent to me where some good surgeon operated 
for supposed gall-stone and it turned out to be 
an infected kidney. There is one little note of 
warning that I would like to sound. I think we 
should not be in a hurry to operate in gall-blad- 
der cases, either acute or chronic, unless we have 
symptoms that simply cannot be misunderstood. 
Where we have chills, fever and pain in the right 
upper quadrant, we should not forget that a cer- 
tain percentage of those are infections of the kid- 
ney. I saw a case operated on on Monday where 
in order to be perfectly conscientious to the 
patient I felt we must investigate the urinary 
tract before operating on the patient for gall- 
stones. This was done and when we operated 
it was a typical case of gall-stones. 


The Doctor brought out a point about crises. 
It might be interesting to know that in the hos- 
pital with which I am associated, Cook County 
Hospital, the pathologist collected 1000 cases op- 
erated on for acute abdomen, of which 91 turned 
out to be gastric crises. These cases came into 
the examining room with a diagnosis of acute 
abdomen. I have seen patients come in with a 
great deal of pain in which it was difficult to say 
it was a crisis. 


Dr. Brooks spoke of 35 cases of gangrene and 
empyema in which he did “ectomies.” I have 
had so many black eyes in these cases that I try 


_to sidestep. They do not stand operation well. 


They are bad operative risks. At our own state 
society last week Crile read a paper advising us 
to get away from doing so much in these acute 
cases. If you have to operate on them, go in 
quickly under local anesthesia, put in a tube and 
get out as quickly as you can, because we have 
not only infection and gangrene of the gall-blad- 
der or empyema of the gall-bladder but every 
portion of the patient’s intrahepatic bile ducts is 
infected and they die of cholemia or hepatic in- 
sufficiency, over which we have absolutely no 
control. I have made up my mind that I will 
not do a radical operation on these patients. The 
patient may have to come back for another op- 
eration, but at least I will have a live patient. 


The x-ray will show, at times in the hands of 
very good operators, about 10 per cent of gall- 
stones. I heard a paper recently by George and 
Leonard of Boston in which they showed thick- 
ening of the gall-bladder in x-ray plates. 

Another thing in connection with the common 
duct, I find the average man is apt to dismiss the 
subject with the statement that a patient cannot 
have a common duct stone because he has no 
jaundice. Do you know that only 80 per cent of 
common duct cases have jaundice? There has to 
be a stone blocking the duct to cause jaundice. 
The presence of chills and fever even without 
jaundice may indicate a common duct stone. 

Before concluding I want to mention a com- 
plication that even an experienced man will for- 
get after operating on the gall-bladder, that is, 
acute dilatation of the stomach. It happens more 
requently after gall-bladder operations than is 
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supposed. It happens in highly neurotic indi- 
viduals. The stomach instead of being a relatively 
small viscus will become so dilated that you. will 
have the whole abdominal cavity filled up. Just 
the other day my intern called me and told me 
a patient was not in good shape. “Has he vomit- 
ed?” “No.” He may have an acute gastric dila- 
tation without vomiting. The impression exists 
that patients with acute gastric dilatation must 
vomit. Dr. Bartlet has described this condition 
beautifully in his book on postoperative compli- 
cations. The patient will look as though he were 
dying of peritonitis, the pulse goes up to 150 or 
160, he looks blue, and shows great collapse and 
great dyspnoea. In about 90 per cent of the 
cases the patients will vomit. They have the 
characteristic vomiting that any nurse can be 
taught to recognize. They vomit like a child 
with meningitis without any effort. If you get 
that history over the telephone tell them to put 
in a stomach tube. It comes on rapidly and gets 
well just as rapidly. 

Dr. Campbell mentioned anomalous cystic duct 
and artery. When I read my paper before the 
Chicago Medical Society one of my colleagues 
said, “These are the niceties of technic, but we 
do not usually meet them.” Dr. Campbell is 
honest enough to say he has met them. When I 
read my paper in Boston five men got up and 
reported cases in which they had met these an- 
omalies. I say this, anybody who is going to do 
gall-bladder operations should know that the 
normal anatomy is only present in about 80 per 
cent of the cases. What we are accustomed to be 
taught in our school work and what we teach 
our students is that in 100 per cent of individuals 
the cystic artery hits the gall-bladder at the junc- 
tion of the cystic duct and neck of gall-bladder. 
It comes off from the right hepatic artery that 
goes up into the liver. That is all right in 80 per 
cent. In 20 per cent it does not happen that way 
and those are the 20 per cent in which a man 
strikes a second cystic artery that comes up from 
the gastroduodenal or a cystic artery that comes 
up from the other side, and he all of a sudden 
divides something that he thought was a strand 
of connective tissue. I want to simply call your 


‘attention to that. I make it a rule in every 


cholecystectomy to isolate the duct and artery 
separately and ligate them separately. 


Dr. C.D. Brooks, Detroit (closing:) I appreciate 
what the discussors brought out. I think in a 
paper like this where you have so much to cover, 
the discussors take up so many things that you 
practically cover them all. 

I think those patients who are very sick should 
never have ether. We never give them ether. 
We give nitrous oxide and oxygen and morphine 
just before operating. I operated on one pateint 
who was so bad that I gave her two doses of 
morphine and my anesthetist played a tune on 
the gas machine without giving her any gas and 
we operated on psychology. If you operate more 
cases on psychology and less on ether and trau- 
matism, more patients will live. 

The point Dr. Eisendrath brought out about 
passing the stomach tube, is well taken. These 
seriously sick patients often die because the 
stomach tube is withheld. It is not necessary to 
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do lavage, simply passing the tube will empty 
the distended stomach. Do not wait for these 
cases to vomit. They will die first. 

No patient who comes into our office is 
operated on until we have proved that the patient 
has not syphilis, as far as can be proven. If we 
prove that in an acute case we will not go wrong. 

All we have in this whole thing is that it is 
simply up to us to find out what is wrong with 
the patient, not do anything until we have found 
out what is wrong, and then get him well as 
quickly as we can. 





THE CURE OF CANCER OF THE CER- 
VIX BY RADICAL ABDOMINAL HYS- 
TERECTOMY—END RESULTS IN 
4% CASES OPERATED UPON 5 
OR MORE YEARS AGO.* 


REUBEN Peterson, M.D., 
ANN ARBOR, MICH. 


As the title indicates this paper will be limit- 
ed to the consideration of the radical abdom- 
inal operation for carcinoma of the cervix. This 
is not because I have had any reason to change 
my opinion regarding the desirability of per- 
forming the radical abdominal operation for 
carcinoma of the fundus for the results are bet- 
ter with the extended radical operation for both 
cancer of the cervix and of the fundus, but be- 
cause the primary and end results for cancer of 
the uterus in the two locations differ so widely. 
The radical abdominal operation for carcinoma 
of the fundus is accompanied by a relatively 
low primary mortality with excellent end results 
while the same operation for carcinoma of the 
cervix will in my opinion for reasons to be set 
forth later always be attended by a high primary 
mortality with ever improving end results as the 
cases come earlier to operation. Moreover, I 
believe that all forms of treatment of uterine 
cancer should be similarly defined as to location 
of the disease, if we are to be in a position to 
discuss the value of a given treatment so far 
as end results are concerned. 


In Michigan, at least, so far as the records 
of my University Hospital and private clinics 
are concerned, there is no evidence that cancer 
of the cervix is being recognized earlier, or if 
diagnosticated is being referred to the surgeon 
earlier than was the case 15 years ago. Al- 
though I see a fairly large number of cases of 
uterine cancer yearly, most of them are too far 
advanced to even consider a radical operation. 
The operability of cases from the radical oper- 
ative standpoint is from 15 to 25 per cent, a 


*Read before Section on Gynecology & Obstetrics, 
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percentage which has not increased during the 
past ten years, 

This is a reflection upon the profession of 
the State and indicates one of two things: 
either the mass of the profession does not believe 
that even in the early stages cancer of the 
cervix can be cured, or it is grossly careless 
and negligent and neglects to warn patients 
with certain symptoms that they may have 
beginning uterine cancer, referring them to the 
surgeon only when it is too late to perform the 
radical cure. 


PRIMARY MORTALITY AND END RESULTS. 


My experience with the radical abdominal 
operation for cancer of the cervix dates from 
1902. During these eighteen years I have seen 
in the University and private clinics 380 cases 
of cancer of the cervix and have judged 60 
favorable for the radical abdominal operation. 
There have been 16 primary deaths in the 60 
cases or a mortality of 26.6 per cent. 

Taken alone such a high mortality would tend 
to discourage any operator and tempt him to 
abandon the operation. He is only justified in 
so doing, however, if after repeated conscien- 
tious efforts his high mortality is attended by 
corresponding poor end results. As I have 
pointed out in previous papers, it is essential 
in arriving at any just conclusions regarding 
the value of the radical abdominal operation 
for cancer of the cervix to consider the primary 
and end results together. With very few ex- 
ceptions what is commonly called a recurrence 
after the radical operation for cancer of the 
cervix comes within five years. I have had one 
case of recurrence six years after operation for 
cancer of the cervix and one rather remarkable 
case where there was a recurrence seven years 
after the radical abdominal operation for can- 
cer of the fundus. Ries reports a recurrence in 
the inguinal glands nine years after a radical 
operation for cancer of the cervix. Other cases 
of recurrence after five years have been reported _ 
but they are rare. Therefore, we are justified 
in assuming that if a patient shows no signs 
of recurrence for five years she may be consider- 
ed cured. 


Merely brief consideration of primary mor- 
tality and end results will show how closely 
dependent they are upon each other. If an 


operator for fear of primary deaths fails to be 
thorough in his radical operations, if in other 
words he dodges the issue and does not really 
perform the radical operation his primary mor- 
tality may be quite gratifying but very few of 
his operated cancer of the cervix patients will 
live beyond the five year period. Again if he 
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sticks to the principles of the radical opera- 
tion to the bitter end while his primary mortal- 
ity may be high, his ultimate results may be 
exceedingly gratifying. 

End results to be of any value must be 
figured in the same way. Wertheim’s rules are 
simple, sensible and quite frequently followed. 
Under these rules the percentage of permanent 
cure of all patients operated upon by the radical 
abdominal operation is obtained by dividing 
the number of patients alive and well and free 
from recurrence aiter five years by the total 
number of operations performed five or more 
years minus those patients lost track of and 
those dying of intercurrent disease. The per- 
centage of permanent cure of those surviving 
the radical operation is obtained by dividing 
the number of patients alive and well and free 
from recurrence five years or more after the 
operation by the total number of patients op- 
erated upon five years or more minus those 
dying from the operation, those lost track of 
and those dying of intercurrent disease. 

Statistics are of no value unless they are ac- 
curate and based upon reliable data. It re- 
quires a great deal of time, labor and patience 
to keep track of postoperative patients and to 
determine accurately whether they are free 
from a certain disease. But the satisfaction to 
be derived from tracing the patients and hear- 
ing from them and their physicians is worth 
the labor. I am pleased to report that all the 
patients surviving the 60 radical operations for 
ancer of the cervix have been traced so that 
an accurate report of end results can be made 
in my own cases. 

So far as end results are concerned we are 
only interested in the cases which were oper- 
ated upon five years or more ago. ‘There were 
4% such cases (Table 4) with 14 primary deaths, 
3 dying of intercurrent disease and 18 patients 
remaining alive and free from recurrence five 
and more years after operation. According to 
Wertheim’s formula (Table 4) the percentage 
of permanent cure of all patients operated upon 
is shown to be 40.9 while in Table 5 the per- 
centage of permanent cure of patients surviv- 
ing the operation is shown to be 60. 

I realize that sixty cases is a small number 
in comparison with the material of some oper- 
ators. Still the number is large enough to en- 
able one to draw certain conclusions. The 
primary mortality (26.6%) is high but the 
percentage of patients living and well five years 
and more after operation (40.9) is gratifying- 
lv good. So also is the percentage of permanent 
cures (60) of those who survived the operation. 
After considerable labor I have been able to 
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collect from the literature 1191 cases’ of the 
radical abdominal operation for carcinoma of 
the cervix where the above percentages have been 
accurately worked out (Table 6). A com- 
parison with the percentages in my own cases 
is very interesting and absolutely proves what 
has been stated before regarding primary mor- 
tality and end results. It will be seen that 
while the primary mortality in the 1191 cases 
was considerably lower than in the 60 cases 
(18.4% as compared with 26.6%) my percent- 
age of permanent cures of all patients operated 
upon five or more years was higher (40.9 as 
compared with 39.4) than in the 1191 cases. 
There is only one conclusion, so far as I can 
see, to be drawn from a comparison of these 
figures. More patients were lost primarily in 
the personal series because the endeavor was 
made in every case to carry out the principles 
of the radical abdominal operation. Where mis- 
takes had been made as to the extent of the dis- 
ease or where poor judgment had been exercis- 
ed as to the vitality of the patient prior to 
operation, primary death was a result because 
an extensive operation was performed in each 
case. Ags an additional proof may be cited the 
causes of death set forth in Table 7 where shock 
either alone or accompanied by hemorrhage ac- 
counted for ten of the sixteen primary deaths. 
Yet, in spite of the handicap of a large primary 
mortality, in the long run because the cancer- 
ous disease was removed through the extensive 
operative procedure more permanent cures re- 
sulted, that is, proportionately more lives were 
saved than where the primary mortality was 
lower, as was the case in the large series of 
collected cases. Obviously it does not follow 
that a high primary mortality will be followed 
by good end results or that a low primary mor- 
tality will show poor end results. As shown 
by the reports of quite a number of operators, 
either because of the skill of the surgeon, the 
good judgment shown in the selection of cases 
suitable for the radical operation or possibly 
because of the nature of his material a low 
primary mortality will be followed by excellent 
end results. 


SELECTION OF CASES FOR THE RADICAL OPERA- 
TION. 

As has been pointed out many times before 
but should be emphasized in any paper upon 
this subject, it is not always easy to determine 
by bimanual or rectal examination the extent 
of the cancerous process beyond the cervix. 
Unfortunately in the large majority of cases 
the uterus is fixed, the broad ligaments invaded 


1. Busse, Cobb, Kelly, Neel, Sampson, Taussig, 
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and the whole picture is that of far advanced 
cancer inoperable so far as the radical operation 
is concerned. The border line cases where 
there is good movability of the uterus should 
all be placed among the doubtful cases, the 
final decision possibly not to be definitely ar- 
rived at until after exploratory laparotomy. The 
most careful and searching investigations should 
be made of the physical condition of prospective 
radical abdominal hysterectomy patients with 
a view of excluding those whose vitality does 
not warrant their undergoing such a severe 
operation. It is poor surgical judgment to 
perform this operation upon patients whose 
renal function is below a certain point, whose 
blood pressure is high or whose heart action is 
impaired. While the technical difficulties of 
performing the extended operation for cancer 
of the cervix can be overcome in markedly 
obese women, such a patient is usually a poor 
subject for any operative procedure and should 
be excluded on the ground of too great risk. 
When I say that the radical operation under 
discussion will always be attended by a high 
primary mortality, I have in mind not the im- 
possibility of overcoming the technical opera- 
tive difficulties but the inherent difficulties sur- 
rounding the estimation of the vitality of a 
given patient. Advances will come in the per- 
fection of all measures tending to place us in 
a better position to estimate the vitality or 
debility of a given patient. 


CAUSES OF PRIMARY DEATH. 


In addition to mistakes made in the selection 
of cases, where the case was too advanced to 
be operated upon vet the operation once started 
had to be carried through, the most common 
cause of death was shock with or without ex- 
cessive hemorrhage and peritonitis. In Table 
7 have been enumerated the causes of death 
in the 16 cases dying as a result of the opera- 
tion. As before pointed out 10 out of 16 were 
due to shock either with or without excessive 
operative hemorrhage. Undoubtedly a number 
of these patients would not have died had the 
operator at the time had the experience derived 
from these sixty operative cases. A great deal 
of time was wasted in locating the ureters and 
tying the uterine arteries. No time is lost at 
present upon these procedures. Just the little 
procedure of removing the loose tissue covering 
the ureters after the broad ligaments have 
been opened, so that the ureters are brought 
into plain sight, saves much time. It also aids 
in the clamping of bleeding pelvic veins since 
no fear is felt that the ureters will be seized 
by the hemostats. 
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The more one performs the radical abdominal 
operation the less bleeding he encounters, al- 
though with the greatest precautions and care 
serious bleeding may occur. 

I am still opposed to the exaggerated 'Trend- 
elenburg position in this operation, especially 
in the cases of obese patients. Excessive weight 
upon the diaphragm impedes respiration and 
undoubtedly increases shock. It is better to 
use the moderate Trendelenburg after packing 
back the intestines while the patient is in the 
exaggerated position. 

Peritonitis can only be avoided by the most 
scrupulous and painstaking disinfection of the 
septic cervix prior to the opening of the ab- 
domen. At present I am using the curette and 
actual cautery followed by the pouring of iodine 
into the vagina, iodine gauze being packed 
against the cervix. I am not now using the 
right angled clamps trusting to their prelimin- 
ary cervical and vaginal disinfection for pro- 
tection against peritonitis and implantation 
metastases. The edges of the cut vagina are, 
however, run over by the actual cautery before 
closing over with peritoneum. Personally I do 
not like the clamps and will do away with them 
if I can. However, cases will be watched 
carefully and if more local ‘recurrences take 
place after this method I shall return to the 
clamps. Only the retroperitoneal spaces should 
be drained. Vagino-pelvic drainage is unneces- 
sary and apt to give rise to rather than prevent 
general peritonitis. 


RECURRENCES, 


There have been 14 recurrences after the 
radical operation for cancer of the cervix, 9 out 
of the 14 recurrences taking place the first two 
years after the operation (Table 9). A rare 
case of recurrence oceurred 6 years after opera- 
tion, as before stated. Each patient should be 
warned before leaving the hospital of the danger 
of recurrence and should be advised to report 
frequently either to the operator or to a com- 
petent physician. It has been my experience 
that after the patient has been free of the dis- 
ease for a number of years she is apt to grow 
careless and will not even answer letters of in- 
quiry until repeatedly written to. 

I beg leave to quote some of the conclusions 
set forth in my last paper on this subject as 1 
have seen no reason for a change of opinion 
since the article was published in 1916. 


TABLE 1. 
Cancer of Cervix. 
Peer: OF CREME scene nnch conan 380 
Radical abdominal hysterectomy ~------------ 60 


Percentage of operability ................... 15.7 
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TABLE 2. 
Cancer of Cervix. 
Radical Abdominal Hysterectomy. 


Number of DOI a pects cine settee banca mincaniiein 60 

I I da ihe rence aninite deivcesunmeniesedicinetntisalials 16 

SP NUN io is tis nestor 26.6% 
TABLE 3. | 


Cancer of Cervix. 
Radical Abdominal Hysterectomy. 


Number operated at least 5 years --------.--- 47 
IE GUNININ: Giciitiwccalonsitintbudihondinmmncaiinniaads 14 
Number dying of. intercurrent disease ~------- 3 
Number well at least 5 years after operation -~-18 


TABLE 4. 
Cancer of Cervix. 
Radical Abdominal Hysterectomy. 


Patients operated upon at least 5 years ------ 47 

eee SOE GIN WE ii Sccticcewdnnde 0 

Dying of intercurrent disease ~.---------~---- 3 

Well at least 5 years after operation ~ ~~~. 18 

Permanent cure of all patients operated ~--.40.9% 
TABLE 5. 


Cancer of Cervix. 
Radical Abdominal Hysterectomy. 


Patients operated upon at least 5 years ----- 47 

TI NIN = ga chi esicscchcd anaes ttt ova aims anacibedl 14 

nS ee Re TOD ET Ie Pee aS Der 0 

Dying of intercurrent disease ~-.----.-----... 3 

Well at least 5 years after operation ~..-----~ 18 

Permanent cure of patients surviving opera- 
| RINSE Dees ea er Fee Var oe 60% 

TABLE 6. 


Cancer of Cervix. 
Radical Abdominal Hysterectomy. 
Collected and Personal Cases. 


SE IE I os cin ihnetacveedeweboeh 1191—60 
Percentage of primary mortality ~----- 18.4—26.6 
Percentage permanent cure all patients 
PONE WOE ovdcct cccticnnsnainin 39.4—40.9 
Percentage permanent cure all patients 
surviving operation ---.:-------.. 48.9—60 
TABLE 7. 


Cancer of Cervix. 
Radical Abdominal Hysterectomy. 
Causes of Death. 


SERS Scan, Ee eee aE ey a 10 
I NIIES: dein btn asi eds eneeieian ben aniesebediealsninanTe 3 
ES PETES eS YS IE NR IIE Poe 2 
Pyelonephritis and uremia -~....--........... 1 
16 

TABLE 8. 


Cancer of Cervix. 
Radical Abdominal Hysterectomy. 


Patients well 12-17 years after operation --.. 6 

Patients well 7-12 years after operation ~-..12 

Patients well 1-4 years after operation -._ 9 
27 
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TABLE 9. 
Cancer of Cervix. 
Radical Abdominal Hysterectomy. 


Recurrences. 
Se SENN II ik cook dccidcacesdue 5 
2 FORCE I CII. oo ow hk hnc sien 4 
So Veale Ger CROTROGE: 2.5. ok co banikecciwn 2 
4 years after OOGfStiON : 20i.. one concen csc sckck 2 
6: FORER: GIREF -CRIOIION iii sonticinerctndcencnne 1 
14 

CONCLUSIONS. 


1. Further experience with the radical ab- 
dominal operation for cancer of the uterus con- 
firms the belief that it is an exceedingly danger- 
ous procedure and will always be attended by 


a high primary mortality. 


2. Even if the percentage of operability of 
cases of cancer of the uterus markedly increases 
in this country and elsewhere there will always. 
be border line cases attended by a high primary 
mortality. 

3. This is true because it is not always pos- 
sible even with the greatest care in examination 
of the patient prior to operation to estimate the 
extent of the disease. 

4, Errors in judgment mean death from 
shock if the disease be too far advanced or fail- 
ure to complete the radical removal of the 
cancerous uterus. 


5. However, in spite of high primary mor- 


tality it is the only procedure with the possible- 


exception of the extended vaginal operation 
which holds out any reasonable promise of a 
permanent cure. 

6. Primary and end results of the radical 
operation for cancer of the uterus must be con- 
sidered together in order to judge of the good 
accomplished in a given series of cases. 

”. Unless the operations be radical the end 


results will be poor and if they be radical the 


primary mortality must be high. 
8. If the end results be poor the burden of 


proof is upon the radical abdominal operator: 


to show why he did not choose a much safer 
palliative procedure. 

9. In spite of the high primary mortality 
the end results in those surviving the operation 


encourage us to continue with the procedure in. 


suitable cases. 


Dr. Walter W.Manton, Detroit: I think if any- 
one has seen Dr. Peterson do one of these opera- 


tions they will realize why he has such splendid | 


end results. The operation as Dr. Peterson does 
it demands his utmost work every minute of the 
time, with the close co-operation of close assist- 


ants. He leaves nothing to be desired in the point. 


of safety for everything suspicious is removed. 
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Dr. L. W. Knapp, Detroit: I would like to ask 
the Doctor if inflammation of the fundus, non- 
circumscribed, is accompanied by more risk than 
inflammation of the cervix as he described it. 


Dr. Ward F. Seeley Detroit: I hate to let this 


paper pass by without giving it its just dues. It 


has been my privilege to assist Dr. Peterson dur- 
ing my four years of service with him in the 
University Hospital in a large number of these 
cases, and one cannot help being impressed with 
the thorough manner in which the work is done. 
While Dr. Peterson rather deplores his high 
primary mortality, those of us who have worked 
with him and watched the patients cannot help 
being impressed with the fact that while his 
primary mortality is high the splendid end results 
more than justify his procedure. I think the 
splendid results he has obtained will bear the 
closest scrutiny by anyone. To my mind, the 
radical treatment has a place. 


The Doctor has requested that we say nothing 
of radium in the treatment of these cases in the 
discussion, which would be to open up a still 
wider field. It might happen, however, that the 
combination of operation and radium, used as 
we used to use the cautery, will increase to a 
large extent the operability of these cases. Of 
the 380 cases he has seen those that were actually 
operable were very few, and the proper applica- 
tion of radium over short periods of time will 
probably do much toward rendering many cases 


we have thought inoperable operable, so they can ™ 


receive the benefit of surgical treatment. Of 
course, as yet it is too early to predict anything 
about the radical cure of carcinoma of the cervix 
by radium alone. Time is the only thing that 
will tell us anything of that, and by the working 
out of a definite technic, which I think will come, 


and watching these cases over a long period of 
time. 


Dr. C. E. Boys, Kalamazoo: Dr. Peterson’s re- 
marks bring out the seriousness of cancer in any 
place we find it. It is not a condition to be play- 
ed with, wherever it is found. It is like an adder 
and we should put our heel on it and stamp it out 
everywhere we see it, go the limit or else not 
tackle it at all. 


Dr. Reuben Peterson, Ann Arbor: 1 think the 
Chairman, Dr. Boys, perhaps did not intend to 
convey the impregsion that patients with cancer 
of the cervix should not be treated at all. He 
means so far as the radical operation is concern- 
ed. One can do a great deal with the palliative 
form of treatment. We have had very good re- 
sults from the use of the actual cautery. In fact, 
on a recent visit to the Memorial Hospital in 
New York, where they have a large amount of 
radium, and where I went over with Dr. Bailey 
many of his cases, I found that in most cases his 
results were no better than those I had obtained 
with the cautery. I mean of course those cases 
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of cancer of the cervix where the radical operation 
was contraindicated. 

In regard to carcinoma of the fundus, it is. 
wonderful the results one obtains by simple ‘re- 
moval of the uterus without tying the uterine ar- 
teries. outside of the ureters. I remember a 
number of cases where I operated by this meth- 
od and gave an unfavorable piognosis, and yet 
those patients are alive and well today. The 
reason is that cancer of the fundus does not ex- 
tend as quickly or as extensively as cancer of 
the cervix. 

No one will be more glad than I to give up the 
radical operative treatment of cancer of the cervix. 
If the radiologists are able to show that they 
can cure cancer of the cervix, I will be very glad 
to stop using the radical operation but, as Dr. 
Seeley has said, that is a matter to be demonstrat- 
ed later. I feel that at the present time the use 
of radium is simply an aid to surgery and that 
it will not replace surgery. One point may in- 
terest you, the men who are using radium are in 
accord that either the radical operation for can- 
cer of the cervix should be performed a week 
after the application of the radium, or if that 
time goes by it is better to wait a number of 
weeks before performing the radical operation. 
This is because it takes about a week for the 
radium to get in its work and when it has the 
operative difficulties are enhanced, whereas if 
you let the case wait over a number of weeks, 
or perhaps a month, the inflammatory condition 
has subsided and the operation is much less dif- 
ficult. 





TONSILLECTOMY FOR FOCAL INFEC- 
TIONS.* 


Raymonp D. Sueient, M.D., 
Witrrip Haueuey, A.M., M.D. 


BATTLE CREEK, MICH. 


The subject of focal infections has engaged 
the attention of medical men by spells for a 
century and a third. The relation of rheuma- 
tism and tonsils being the first to attract at- 
tention in 1789, but the subject received very 
little attention until about ten years ago. Since 
Billing’s classical paper on “Focal Infections,” 
almost everything in the gamut of human dis- 
ease has been laid to focal infections. The 
source of infections has been variously placed 
in the nasal sinuses, the tonsils, the teeth, the 
appendix, the gall bladder and elsewhere. These 
organs have received operative attention to a 
large extent with good results. 


King, of New York, last year collected a list 
of thirty-one conditions that had been laid to 
Focal Infections in the head, mostly tonsils 


*Read before section O. A. R. L., M.S.M.S., May 26, 
1920. 
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and had been benefitted by treatment of their 
conditions. The list was: neurasthenia, neur- 
itis—reflex or remote result, neuralgia, myalgia, 
myositis, arthritis—acute subacute or chronic, 
osteitis, periositis, gout, Basedow’s disease, fur- 
unculosis, sepsis, endocarditis, pericarditis, my- 
ocarditis, chorea, arteriosclerosis, meningitis, 
pleuritis, bronchitis, asthma, pneumonia, neph- 
ritis, pyelitis, cystitis, gastric neurosis, peptic 
ulcer, appendicitis, colitis, cholecystitis, herpes 
zoster. ‘l'o these he adds three others, dacryo- 
evstitis, conjunctivitis and urticaria. 

The literature of’ focal infections is so vo- 
luminous now that any paper is necessarily 
largely a repetition. We will therefore merely 
mention the general subject and confine our 
attention to case reports, incidentally adding 
two other conditions to the long list above— 
bunions and exopthalmic goitre. In the pres- 
ence of focal infections and when looking for 
the primary cause, we depend largely on wheth- 
er liquid pus is expressible or obtainable from 
the tonsillar crypts. The absolute proof would 
of course be to isolate the infecting organism 
then possibly use it as a vaccein, but we have 
found that we are able to recognize these in- 
fecting tonsils in most every case, as results of 
removal have shown. We are only reporting a 
few cases from among hundreds. 





Case 1 Fred P., Union City, Michigan, referred 
by Dr. W. H. H., March 18, 1915. This man 
walked into the office all doubled up, stooped 
forward and leaning to the right with his right 
hand pressing on his right loin. He had been this 
way for eight months having been treated by 
numerous physicians and several osteopaths with 
no improvement. Placed upon the table, either 
on his face or his back, he was able to straighten 
out like any normal man, but the moment he at- 
tempted to stand, he had intense pain in his back 
and his posture was as described. The internist 
thought that he must have some bone necrosis 
or, at least, some inflammatory condition of the 
vertebrae of the lumbar region. He had several 
x-ray taken which showed nothing. The x-ray 
findings together with his posture upon lying 
suggested focal infection and the man was re- 
ferred to me for examination. 

I found his nose and sinuses normal. There was 
nothing wrong apparently with his teeth, al- 
though a dental examination was not made. He 
had no history of sore throat but upon making 
pressure upon the tonsils, liquid pus was secured. 
ihis man refused operation. We, therefore, took 
a culture of this pus and had an autogenous vac- 
cine made which was administered. Within ten 
days, the man’s back was normal and he soon re- 
turned to his work. 

Casc 2. Mrs. G., Feb. 7, 1920, Dr. A. A. HL, 
asked me if I would see this patient with him 


Jour. M. S. M. S. 


with a view of finding source of focal infection. 
She had been confined to her bed for over two 
weeks with inflammatory rheumatism, her hands 
and feet swollen until they were purple and al- 
most every joint in the body very tender. She 
could not move hand or foot; had a temperature 
varying from 102 up. Examination was made at 
the house. She had history of sore throat about 
a week before the present attack of rheumatism. 
She had had these attacks before. The tonsils 
were large, semi-submerged, folded on them- 
selves and with a considerable expressable liquid 
pus. I advised removal of the tonsils after her 
present condition had recovered but her condi- 
tion not improving after five days Dr. H. request- 
ed me to remove tonsils at once which was done 
at her home and while her temperature was above 
102, cocaine anesthesia. The next day there was 
a slight elevation of temperature. The second 
day, the temperature began to come down and 
the swelling of the hands and feet to disappear. 
The evening of the third day, her temperature 
was normal and the fourth day, she walked to 
the dining room and ate dinner with the family. 
I saw her husband a few days ago and he told me 
she was feeling fine. 


Case 3. Mr. H. E. B., age fifty-five, for several 
months had rheumatism, in the hands, joints 
swollen, hands purple, could not attend to his 
work, that of factory administrator, and had been 
going to various places and taking various cures. 
Examination of his nose and throat showed the 
sinuses free but liquid pus in the tonsils. We 
removed his tonsils October 17, 1919. Within a 
week, the swelling of his hands had disappeared 
and within two weeks, the tenderness of his 
joints was all gone and he had returned to work. 
I have seen him every few days and he is as 
chipper as can' be. 


Case 4. Mr. A. D. W., a banker about fifty-four. 
For a year or more he had been having rheu- 
matism or rather neuritis of the right arm which 
had developed to the point that he was unable 
to raise his arm to the level of his shoulder and 
was unable to write. He had even commenced 
signing his name with his left hand. Examination 
of the teeth negative, examination of the sinuses, 
negative. He had never complained of sore 
throat but the tonsils were the size of a small 
ripe olive, submerged, not especially inflammed 
or scarred, but presenting liquids pus upon pres- 
sure. These tonsils were removed under cocaine 
anesthesia July 30, 1919. 

The pain in his arm disappeared within a few 
days and within a month he was able to write 
and to use it as usual, returning to his position 
as cashier in a bank. 


Case 5. Rev. F. H. B., for a number of years 
had been troubled with repeated attacks of iritis 
and corneal ulcers. He had bad teeth which were 
extracted but the condition continued. The 
sinuses were normal but he had frequent sore 
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throats. His tonsils were very large with deep 
angry crypts and with liquid pus freely express- 
able. These tonsils were removed under local 
anesthesia, Dec. 11, 1919 and immediately the 
condition of his eye began to improve. He has 
had no eye trouble’ since. 


Case 6. Grace C. Kalamazoo, Michigan, a high 
school student. While taking gymnasium work 
became easily exhausted and was ordered to re- 
port to the examining doctor. He found a weak- 
ened condition of the heart muscle and ordered 
her to take no more gymnasium exercises but 
ordered her to have her tonsils removed. She 
presented herself to me. Her tonsils were mod- 
erately large, prominent, not scarred but with 
a few very red crypts from which liquid pus was 
easily obtained. These tonsils were removed 
November 7, 1919. Her bad breath was cleared, 
she is feeling more fit and has returned to her 
gymnasium work which she is able to do without 
difficulty. 


Case 7. Mr. W. E. B., referred by Dr. G. This 
patient had been in the hospital nearly three 
weeks with inflammatory rheumatism, hands and 
feet swollen, temperature around 102, confined to 
the bed, nearly helpless. His tonsils were large, 
very red, with deep angry crypts, and profuse 
pus. They were removed under local anesthesia 
and in five days time, the patient left the hospital 
to return to his work. 


Case 8. Mr. J. C. R.. This man had had rheu- 
matism for several years. Would have an attack 
of sore throat followed in about a week by an 
attack of rheumatism. Five years ago, I advised 
him to have his tonsils removed because of his 
history. On November 15, 1919, I removed his 
tonsils. Since that time, he has had no further 
attacks of rheumatism and his wife tells me he 
has put on weight and has not missed a day from 
his work. He, not only paid for this operation 
but he paid a five year old bill which I had 
previously been unable to collect. 


Case 9. Mrs. Fred F., age thirty-eight. First 
saw her eleven years ago in an attack of tonsil- 
litis which was followed a week later by acute 
iritis in right eye. She had frequently had such 
attacks which had been diagnosed “Rheumatic 
Iritis.” This attack began Feb. 25, 1909. Feb. 1, 
1913 following a sore throat, had an attack of 
Episcleritis, left eye. In May 1914 had another 
attack of episcleritis, left. In November 1917, 
while I was in France, she had an attack of iritis 
right eye. October 25, 1919 had an attack of 
iritis in right eye which persisted. Advised re- 
moval of tonsils but she declined and went to 
the Battle Creek Sanitarium for examination. 
Nov. 11, 1919 she returned and begged to have 
her tonsils removed or anything done that would 
relieve her pain. Tonsils removed. Nov. 12, to 
Nov. 14, pain in eye all gone, pupil freely dilated 
which it had not been before in spite of using 
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atrophine every hour at home and redness all 
gone. She had a perfect recovery. 


Case 10. Mrs. A. C. had been suffering for a 
long time with neuritis unable to raise her arms 
and suffering pain in both arms. She had large 
submerged tonsils (with deep angry crypts and 
abundant pus) which were removed Oct. 1, 1919. 
Her neuritis disappeared within a week and has 
not returned. 


Case 11. Mrs. John G., a doctor’s wife has suf- 
fered from painful bunions for five years and bad 
breath. She had one of these bunions operated 
on at Ann Arbor but the doctor refused to touch 
the other until she had her tonsils removed. The 
tonsils were small, flat, very much scarred and 


with small amount of liquid pus expressable. ° 


They were removed Feb. 22, under local anes- 
thesia and her husband tells me that the pain in 
her bunion had gone by the time she was around 
again, and has not bothered her since. 


Case 12. Pauline K., age 22, referred by Dr. 
Gage. She had a slight enlargement of the 
thyroid with very rapid pulse, nervous symptoms 
and other typical symptoms of exophthalmic 
goitre before the development of exophthalmos. 
She had large cryptic tonsils with freely express- 
able pus but she did not complain of much throat 
symptoms. We removed the tonsils under local 
anesthetic after which her pulse returned to nor- 
mal, her nervousness is gone and Dr. Gage tells 
me she is entirely well. The goitre has subsided. 

Case 13. While in service in the army at Base 
Hospital, Number 36, in France, we accumulated 
one ward of chronic rheumatism cases which had 
been in the hospital varying from several weeks 
to two and three months and the ward surgeon 
seemed to be unable to get them back on the line. 
There were thirty-nine of these cases and this 
was September 1918. One day he inquired my 
opinion as to what should be done. I asked for 
the privilege of examining the noses and throats. 
Dental examination had already been made and 
either found negative or conditions corrected. 
Of these thirty-nine cases, I found liquid pus in 
thirty-seven. The tonsils were removed and 
within three weeks, every one had been returned 
to duty with his rheumatic condition cured or at 
least giving no further trouble. 


DISCUSSION. 

Dr, IValter Parker, Detroit: Mr. Chairman. This 
is a very interesting group of cases that have been 
presented, and the clinical observation following 
the treatment of these cases seems to prove that 
because of the relief of the focal infection, that 


was the thing responsible for the symptoms pres- 
ent. 


I see only the effect of focal infections in the | 


eye. -The Doctor has spoken of his case of iritis, 
which we so frequently see, and which is called 
rheumatic or what not, and which does not clear 
until the focal infection is relieved. I think there 
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can be no possible doubt as to the connection be- 
tween certain cases of iritis and uveitis and scler- 
itis and focal infection; there can be no doubt 
that certain of these cases are due to focal in- 
fection. 


Now I think I will be willing to carry the 
process one more step forward, and say that any 
case that is-to be treated surgically should first 
have every possible source of infection removed. 
It is not inconceivable, it seems to me, to think 
of a patient being able to carry a certain amount 
of infection. He has an immunity up to a cer- 
tain point, to a certain degree. If you give him 
a trauma in any part of his body and there will 
light up an inflammation, the border of his im- 
munity will have been crossed, and he no longer 
can carry the load plus the effect of the trauma 
incident to operation. 


Take a cataract operation, for instance. I am 
not so sure but that in some of our cases we go 
beyond this border and they give us a bad result. 
I think it is only good surgery before any catar- 
act operation is performed, to see that all possible 
sources of focal infection are relieved, and per- 
haps the most common for us now.are the ton- 
sils and the teeth. I feel certain that by a careful 
cleaning out of these foci better average results 
will be obtained. 


Dr, Claire Straith, Detroit: Dr. Parker hit upon 
something that has appealed to me. It seems 
to me that in many of these throats that we look 
into that have chronically diseased tonsils or 
acute diseased tonsils we find that many of these 
occur in mouths that are very susceptible; many 
of them have abscesses and many of them broken 
down teeth which show on the surface, without 
even an x-ray, that there is undoubtedly an ab- 
scessed condition near the roots. I have seen 
many tonsils removed in cases where the teeth are 
not first x-rayed, and where this possible source 
of infection, that is, broken down teeth, etc., not 
first removed. 

Another thing that occurs in my work around 
the teeth is the frequency of recurrences, in some 
cases, after apparent cures. Many times in x- 
raying teeth we find that there is a definite area 
of infection; these teeth are removed, and there 
is, apparently, a cure for some time, and then 
subsequently the infection lights up again and the 
patient has a so-called recurrence, even though 
you are quite sure that the entire focus of in- 
fection was entirely removed at that time. I don’t 
believe then that in many of these cases where 
there is a definite pathological change which has 
taken place either in the joint or the eye, or 
wherever it is, that they can be entirely cured by 
removing any foci of infection. Any one doing 
this work knows that in many of these cases the 
cures apparently are miraculous, but these cases 
should be carried out and followed more 


thoroughly, because, as I said, these cases fre- 
quently have recurrences of infection. 
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Dr. M. E. Vroman, Port Huron: I notice that 
most of the cases referred to in the paper we 
have just heard read were entirely acute condi- 
tions. And I think possibly the reason he had 
such very flattering results in all of those cases 
was because of the acuteness of the conditions 
that he was laboring with. 

McCallum of London recently gave a paper on 
“Focal Infections,” taking up chronic conditions 
as well as acute conditions, and in his paper he 
made this statement, that the teeth may even be 
x-rayed, we may have active abscesses or latent 
ones, we may have diseased tonsils, we might re- 
move all of the teeth, we might remove the ton- 
sils thoroughly, and still we should expect to 
go along for three to six months or possibly a 
year before finding the real result of those treat- 
ments. And the point that I noticed especially 
in Dr. Haughey’s paper was that most of his cases 
were acute conditions. 

I would like to ask Dr. Haughey if he has fol- 
lowed that same logic along in any chronic condi- 
tions, and what the results have been. 


Dr. Harold Wilson, Detroit: There is. just one 
point that the chair wants to speak of, and that 
is the ease with which so many people get liquid 
pus from the tonsils. I see a few tonsils, and I 
see some pus—elsewhere for the most part. But 
to take a tonsil and squeeze it with a tongue 
depressor and get liquid pus from the tonsil is 
a feat that I cannot so easily accomplish; that 
is something that I cannot accomplish as easily 
as it is accomplished by my confreres, and I wish 
I could be told what the technic of getting pus is. 

I can get a little mixture of saliva and broken 
down caseous matter from the tonsil when I have 
pressed it with a separator or tongue depressor, 
but this broken down caseous matter is not pus, 
as far as I can understand it. Maybe I don’t 
know what pus is. But I must confess that I 
cannot get liquid pus from the tonsils with that 
consummate ease with which some of my con- 
freres succeed in doing it. 


Dr. H. G. Bartlett, St. Joseph: I wish to ask a 
question. Has Dr. Haughey ever had any acute 
exacerbations of rheumatism after removing 
tonsils? I have had two cases that have im- 
proved somewhat and then were operated on, 
and then got acute exacerbation from it. One of 
them died of endocarditis, and the other one 
after several months, finally recovered. I would 
like to know if Dr. Haughey has had such ex- 
periences. 


Dr. M. E. Vrooman, Port Huron: Speaking of 
liquid pus, I have had the same experience that 
our chairman has had. I do not get it in most 
cases by squeezing a tonsil. You can remove a 
tonsil without, perhaps, any trauma, but in how 
many of those tonsils, if you will dissect them 
after you remove them, will you find free liquid 
pus? 

I don’t believe it is necessary that we should. 
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have free liquid pus to produce the results. I 
believe that broken down caseous material of 
itself is septic, and I believe that most of the 
germs are strepto cocci, and that there is a mixed 
infection. 

Quoting McCallum again: He says that the 
germ that produces our trouble is an aristocrat; 
he says it never goes in by itself, but that it rides 
in on another germ of less virulence. 

I don’t get much pus. Maybe I don’t know 
how to squeeze them, either. 


Dr. Wilfrid Haughey, Battle Creek: In answer 
to the statement in regard to acute conditions, 
I wish to say that the woman whose case I cited, 
and whom I had been treating since 1909, was 
certainly not an acute case. She every little while 
had an acute attack or an exacerbation of her 
iritis. She got perfectly well. 

The case of the banker who had practically 
given up his business and had been suffering for 
months could hardly be called acute. 

The case of the administrator who had prac- 
tically been forced to give up his business, and 
had been going all over seeking for cures, and 
who had been suffering for six or eight months, 
was hardly acute. 

Of course it took from two to three weeks for 
these cases to clear up from these conditions. 
Some of these cases I will admit were more or 
less acute, and yet they had been having these 
attacks repeatedly. 

The bunion that had lasted six years was not 
acute. 

The exophthalmic goitre was acute. 


Now I don’t see any reason, however, why 
you can not effect relief from acute conditions 
just as well as you can from chronic conditions, 
and I don’t see why it is not of just as much bene- 
fit to the patient. 

Now as far as liquid pus is concerned, I think 
that it is possible if you have got the pus in the 
tonsil to squeeze it out with the tongue depressor. 
But I will say this, that I don’t find liquid pus in 
every tonsil that I examine. Far from it. And 
I sometimes find caseous matter which I do not 
call pus. You know that immediately after a 
patient has drunk a glass of milk you sometimes 
can squeeze milk out of a tonsil. But if you ex- 
amine the tonsil some hours after a meal and 
you do by pressure secure a little liquid pus or 
pus-like substance, why I think that is a pretty 
good tonsil to get busy and look after. 


My technic in squeezing those tonsils I think 
is just the same as that of every one else who 
squeezes tonsils. I just press the tongue de- 
pressor against the anterior pillar and turn it 
forward, and frequently I do find pus, and I have 
found pus in the tonsils after they were removed, 
although you ought not to expect to find very 
much in a tonsil that has been removed, because 
your tonsil has been squeezed a little by the wire 
loop in removing it. Sometimes that pus will 
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shoot clear across the throat in taking out the 
tonsil. 

I have not done any bacteriological work to 
determine the exact organism in these cases, but 
there has been a lot of bacteriological work done, 
and a good many reports, and the majority of 
them seem to be of the opinion that they are 
streptococci, and I am not denying that—I think 
they are. 
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DETROIT, MICH. 


The Internist and the suffering patient are 
depending more and more on the Rhino-Laryn- 
gologist to help them clear up their cases of 
focal infection. 

Such diseases as asthma, rheumatism, myo- 
carditis, endocarditis, nephritis, thyroiditis, 
glandular and pulmonary tuberculosis, with a 
possibility of appendicitis, cholecystitis, peptic 
and duodenal ulcer, have been proven, clinically 
at least, of frequent nose or throat origin. 

In the field of preventive medicine we have 
a large task before us in so caring for the young 
that they do not fall heir to the above diseases. 

The last few years have seen our profession 
change from a group of “squirtgun artists” to 
surgical specialists. 

Our late text-books abound with descriptions 
of obsolete operations, with no word of warning 
to the beginner that these operations are no 
longer performed by the up-to-date surgeon. 

We hear of and we see patients recently op- 
erated on by these older methods, by men stand- 
ing well in our profession. The wrong operation 
is performed, the patient is not improved. Hither 
a mechanical result has been produced that 
makes it impossible to re-operate or the pateint’s 
faith being shattered, he prefers to go along 
in misery rather than risk the uncertainty of 
another operation. You see these cases nearly 
every day. It is not the fault of the surgeons 
of any one section. We see them coming from 
the medical centers of Europe, the large cities 
of our country, as well as from our local pro- 
fession. 

I wish to call to your attention some of the 
obsolete operations that appear in our text-books 
and are still being performed, that should be 
discarded for newer methods. Even our late 
text-books give in detail the technic of Asche’s 
operation on the Septum; the Bosworth’s Saw - 
operation; Robert’s, Gleason’s, Kretschmann’s 


and others. 
ee ohm 
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While one must admire the ingenuity of these 
men originating these operations, and it is in- 
teresting to study the progressive steps in the 
development of our present submucous operation 
yet all these operations should be discarded and 
when recorded in our text-books, it should be 
emphatically stated that these operations were 
no longer considered good nasal surgery. One 
may still see patients who have been operated 
on recently by the Bosworth Saw, the Gleason 
or Sluder methods. The condition calling for 
any of the above operations may be remedied 
better by the submucous resection of the nasal 
septum. There are many modifications of 
technic for this operation, which one must 
choose from, depending on the type of mechani- 
cal obstruction, and the operator’s preference. 
Suffice it to say that the surgeon must perform 
his operation carefully and thoroughly, remov- 
ing all the obstruction compatible with safety 
to the structural frame of the nose. I feel that 
we err in not taking enough time for this oper- 
ation. I do not believe that a good result can 
be obtained in the 10-15 minute operation 
boasted of by some of our profession. In our 
haste only the cartilagenous portion of the sep- 
tum is 


removed; a superior maxillary or 


a vomer spur or ridge is left, which 
impinges on the inferior turbinate and 


blocks anterior drainage ; most important of all, 
the deflection or thickening opposite the middle 
turbinate is not removed, and we have not im- 
proved the aeration and the drainage of the 
nasal sinuses. 

A submucous resection under ether anesthesia 
is not as satisfactory as under local, as ether and 
adrenal solutions do not work well together, 
and by some are considered dangerous; and 
without the adrenal solution there is usually too 
much hemorrhage for a good result. It may be 
needless to say that a submucous operation 
should not be performed during acute inflam- 
mations of the ear, nose or throat; during an 
acute sinusitis, unless necessary to establish 
drainage; during the active stage of Lues, dur- 
ing pregnancy or in the presence of other grave 
diseases. 

In considering the promiscous amputation of 
turbinates, one is forced to the conclusion that 
many Rhinologists never use an adrenal solution 
to shrink down the nasal mucosa; never explore 
the nose, before operation, further than the 
vestibule; never transillumaageyge sor thave an X- 
rav of the accessory sinuses, 
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I beg to assert that the rhinologists should 
consider the turbinates sacred; to be removed 
only as a last resort. ‘To prove this, 1 would 
remind you that the turbinates are almost never 
the primary cause of the nasal obstruction. 
Either you have an acute or chronic sinusitis, 
a deflection, thickening, spur or ridge of the 
nasal septum, as the cause of the hyperaemia, 
hypertrophy or hyperplasia of the turbinate 
bodies, and the appropriate operation on the 
septum or sinus will correct the trouble. I am, 
of course, excepting malignant growths, poly- 
poid degeneration and the concha bullosa or 
cystis turbinate. When necessary to operate on 
the inferior or middle turbinate, a submucous 
resection of the turbinate as after the Freer 
or Yankhauer methods, should be performed in 
place of a turbinectomy by the scissors, snare, 
saw, spokeshare or cautery. This procedure will 
go a long way in preventing those dry crusty 
noses that are such a nightmare to both the pa- 
tient and rhinologist. While not so dire re- 
sults attend the removal of the middle, as in 
that of the inferior turbinate, the former also 
should be spared whenever possible for a struc- 
ture with such important functions as olfaction, 
heating and moistening the inspired air, filter- 
ing out the dust and bacteria, and directing the 
air current through the Nasopharnyx and Lar- 
ynx with the minimum of irritation, is too im- 
portant to sacrifice unless no other mode of pro- 
cedure is open. 

Which of you gentlemen, having in your home 
a radiator of just sufficient size to properly heat 
a room, with an attachment to purify the air 
that is supplied to this room, because this ap- 
paratus was large and somewhat in the way, 
would have one third or one half of it removed, 
and suffer the discomforts of the cold and im- 
pure air necessitated by the reduction in size? 
Would you not rather make alterations in 
your room to produce the desired space, without 
the attending discomforts! Why not be as rea- 
sonable about a man’s nose? 

I believe all the sinuses, with possibly the ex- 
ception of the sphenoids, can be properly drain- 
ed without sacrificing the turbinates. The op- 
erations to accomplish this I will discuss short- 
ly. 


Acute sinusitis should not be operated upon 
unless drainage cannot be accomplished other- 
wise. An exception should be made to this in 
acute maxillary sinusitis, also in any sinusitis 
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with meningitis, brain-abscess or other serious 
complications, If the usual palliative treatments 
do not afford sufficient drainage from the frontal 
or ethmoidal sinuses, and the middle turbinate 
is crowding against the lateral nasal wall, the 
turbinate can be fractured inwards towards the 
septum, as described by Lue, and the obstruc- 
tion relieved, 

If necessary to perform a submucous resec- 
tion of the septum to relieve the sinus obstruc- 
tion, care should be taken to keep the mucous of 
the septum intact on the side of the sinusitis. 

In considering operations on the frontal sinus 
1 would take issue with those surgeons who say 
that they always do an extra-nasal operation. I 
believe an intra-nasal operation should be tried 
first, unless there are brain complications, ne- 
crosis of the external sinus plate or evidence 
of an orbital fistula. 

Killian, Lothrop and Beck have devised extra- 
nasal methods which give the best results with 
the least deformity. 

Of the intra-nasal operations on the frontal 
sinuses, Halle’s new method, gives good frontal 
drainage without sacrificing any of the middle 
turbinate. This can also be performed with 
Good’s rasp by making the same preturbinate 
flap as in the Halle method, instead of resecting 
the middle turbinate as in the Good method. 

Persuing the idea of saving the turbinate 
bodies, the anterior and posterior ethmoids can 
be very easily and thoroughly exenterated by 
the Lue’s operation, which consists of breaking 
away the middle turbinate from the lateral nasal 
wall and entering through the bulla ethmoid- 
alis, Or using Halle’s preturbinal flap, as in 
his frontal operation, the ethmoids are entered 
through the bulla. 

Other methods which sacrifice part or all of 
the middle turbinate are usually unnecessarily 
radical. It is usually necesary to remove the 
posterior end of the middle turbinate in oper- 
ation on the sphenoid sinus. Hajek’s method, 
Without being as radical as Sluder’s seems to 
produce as good results. 

It is sometimes possible when atrophic chang- 
es have taken place in the turbinates, as is often 
the case in chronic sphenoid sinusitis, to re- 
move enough of the anterior wall of the sinus 
without sacrificing the middle turbinate. 


An acute maxillary sinusitis practically never 
requires a radical operation, as repeat paracen- 
tesis and irrigation will effect a cure. 
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In chronic sinusitis it is of course necessary 
to perform a radical enough operation to allow 
a curetment of all the diseased membrane. An 
intranasal operation alone usually does not al- 
low a thorough curetment of the entire sinus 
surface. In performing the intra-nasal I would 
recommend the temporary resection of the in- 
ferior turbinate, and its replacement after op- 
eration ; or, if the inferior turbinate is not too 
large, the window into the sinus may be made 
below and without disturbing the turbinate. 

Of the combined intra and extra-nasal oper- 
ations on the maxillary sinus the Canfield, the 
Skillern or the Ballenger modification of the 
Canfield operation, preserve the inferior turbin- 
ate, yet give a good view and a chance to curet 
the entire surface of the maxillary. 

The Caldwell-Luc, the Denker, are the next 
in choice, but are more radical and may be 
used in the more chronic cases or where there 
is a necrosed external or orbital plate. 

This briefly is a resume of what I have seen 
fit to call conservative nasal surgery. 

With the wonderful opportunity for construc- 
tive surgery before us, let us look well to our 
technic that we may not prove false to the trust 
imposed in us. 

1601 David Whitney Bldg. 


DISCUSSION. 


Dr, Alexander R. McKinney, Saginaw: My earli- 
est recollection of my surgical instruction is that 
surgery might be defined as what to cut and what 
not to cut. This is as true in nasal surgery as 
it is in general surgery. This definition implies, 
however, that the rhinologist must be sufficiently 
competent and adequately trained to possess the 
proper judgment. 

If I were to make any criticism here it would 
be that when a mam enters the special field of 
rhinology he is struck by surgery of the nose as 
the all important factor. This, I believe, is due to 
the short post-graduate courses purporting to fit 
a man for rhinology, but which stress the opera- 
tive side. Operations which are to be of doubt- 
ful benefit are done usually, I believe, as a result 
of a distorted surgical conscience due to this sur- 
gical enthusiasm. When confronted with a case 
in which the surgeon is somewhat hazy as to the 
advisability of operation, I still believe the best 
way to reach a decision is for the surgeon to 
imagine himself in the patient’s condition and in 
the same social circumstances, then do just as 
he would desire done if his own nose were in- 
volved. 
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In my own experience, only going back a dozen 
years, in rhinology, I have noted the marked 
change in our attitude toward the turbinates, for 
instance. I surely wish to stress what Dr. Pierce 
has said on the necessary conservation of the 
turbinates. An enlarged turbinate is only a symp- 
tom. Also of the necessity of doing a complete 
septal resection, if undertaken, as we may leave 
the nose in a worse condition, especially as far as 
a second operation is concerned. 

I also would emphasize the necessity of select- 
ing the right time for the operation, and then 
only after a thorough examination under cocaine 
and adrenalin, and proper consideration. 

As I have intimated, I believe the rhinolgist 
should not allow his surgical conscience to be- 
come dulled, and such papers as we have just 
heard cause us to look back upon our work with 
a proper perspective and take stock of our meth- 
ods. ‘ 

Dr. R. B. Canfield, Ann Arbor: Mr. President: 
I think this has been a very useful paper. In 
looking back upon our own mistakes and upon 
the mistakes of others we come to the conclusion 
that it is quite possible to improve the breathing 
function of a nose and destroy the olfactory func- 
tion. By the sacrifice of useful mucous membrane 
as Dr. Pierce has pointed out, we can very easily 
destroy absolutely the olfactory function, or at 
least so extensively that the patient is forever 
uncomfortable from the olfactory point of view. 

Those who have seen the sacrifice of compara- 
tively healthy membrane of the olfactory part of 
the nose must have been struck by the fact that 
from then on the patient complains of discomfort, 
although he can not always say exactly where he 
feels uncomfortable. 

The entrance of air into the upper part of the 
ose, especially when that part of the nose had 
been healthy before being operated upon, renders 
the patient to a degree light headed, uncomfort- 
able, causes a certain sense of pain, and obtunds 
the olfactory functions very considerably. 

I quite agree, I think, with the spirit of Dr. 
Pierce’s paper. I know of no pathological condi- 
tion in the sinus, except malignancy, which calls 
for the thorough curettage of the muco-periosteal 
lining. The loss of the muco-periosteal lining al- 
ways induces discomfort in the patient. Instead 
of decreasing the amount of discharge it rather 
increases it by permitting more or less healthy 
nasal secretions to dry inside the sinuses, collect 
there in considerable quantity, and then to escape 
into the nose, giving the patient the idea that he 
has a great deal of discharge. 

I have no doubt that Dr. Pierce follows very 
much the same plan that the rest of us do. to re- 
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move what mucous membrane he considers dis- 
eased beyond recovery, and to leave the other. 
Personally I prefer to leave even rather oedemat- 
ous mucous membrane in the sinuses than to re- 
move it, believing that proper drainage, and es- 
pecially with the proper breathing action, the air 
entering the nose along in the proper direction, 
that the chimney action of this air entering and 
making its exit, draws secretions from the sinus- 


‘es and establishes a tendency on the part of na- 


ture towards recovery. 

I don’t believe that it is possible by any meth- 
od of operating upon the sinuses, to cure the pa- 
tient. I believe that we establish a tendency to- 
wards recovery, and that nature does the rest, 
and with that in mind I am year by year becoming 
more conservative in my attitude towards exces- 
sive sinus surgery. 

Those of us who have done radical operation 
such as the Killian operation and then have been 
forced to re-operate such cases, must be struck 
by the fact that while at the first operation we 
found what we were pleased to call diseased 
mucous membrane, with a lot of pus in the cavity, 
we found in almost all cases a perfectly healthy 
bony wall, and then at the second operation, 
when for some good reason we opened the sinus 
again we found a very unhealthy bony wall—es- 
pecially true with the Killian operation. After a 
man has had a Killian operation performed, and 
then has gone along for a year or so and that 
same sinus is opened, the entire wall against 
which the subcutaneous tissues have fallen, and 
to which they have become attached is found to 
be red, easily bleeding, somewhat sugary, we are 
struck by the fact that he now has a definite dis- 
ease of the bone. The question must arise as to 
what has caused it. It was not there at the first 
operation, but it was there at the second opera- 
tion. It must be due, I take it, to the fact that 
the bone has been denuded of a protective cover- 
ing. If our attention in our rhinous surgery is 
led towards securing the most satisfactory drain- 
age, and our attention in our intranasal surgery 
is led towards establishing the respiratory func- 
tion of the nose as firmly and as satisfactorily 
as possible, I think that nature will take on the 
duty of establishing a definite tendency towards 
recovery, which in more or less all cases will 
be quite successful. 

Dr. Howard W. Pierce, Detroit: I have nothing 
special to say, Mr. President, except in regard to 
the question of the removal of the lining of the 
sinuses, which I touched on in my paper. I just 
want to put myself straight on that, that I do not 
believe in the radical removal of the mucous 


membrane of the sinuses, unless they show a 
marked degeneration. 
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Editorials 





CLINICAL CONGRESS OF SURGEONS. 


It is certainly disturbing to one’s mental 
complacency to attend the meetings of this 
clinical congress. If one were possessed of the 
idea that he was abreast of the latest opinions 
methods, if one had a personal feeling that his 
technic were ultra-modern, if one were satis- 
fied that his results were equal if not better 
than many another fellows, Oh, if you con- 
sidered that you were fully up-to-date, if such 
attitudes characterized the complacency with 
which you went to a meeting of this clinical 
congress you were due for a rude awakening. 
And, such jarring follows attendance upon other 
national meetings be they in nature, medical, 
surgical or devoted to our allied special- 
ties. We have sometimes wondered if it would 
not be wise that some requirement be instituted 
to impel doctors to attend certain national meet- 
ings each year in order that they be permitted 
‘o continue to practice. 

The Surgical Congress of North America was 
ield in Montreal during the week of October 
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11th. Distant though it may have been to some, 
one was more than repaid by the programme 
that was so replete with excellent work and 
discussions. It was more than worth while in 
time and money to hear Sir Berkley Monihan 
of Leeds, England, discuss duodenal ulcer, for- 
eign bodies in the lung, his wonderful J. B. 
Murphy Surgical Oration and his presentation: 
address that was rendered when he presented 
a most beautiful Mace to the Surgeons of 
America from the Consulting Surgeons of the 
British Army. Then there was Sir Carless of 
London, who presented the application to civil 


‘life of the skillful surgical achievements of 


military surgery. His discussions were master- 
ly in their practical deductions. Added to this 
were the symposiums on the acute abdomen, 
cancer, fractures, goitre, etc., participated in 
by Lund, Mayo, Matas and other nationally 
recognized authorities. One listened in rever- 
ence and wonderment as they imparted their 
latest methods, experiments and results. Such. 
were the scientific meetings. 


The clinical work at the hospitals was of 
intense interest and their character exemplified 
modern surgery. The Royal Victoria and the 
Montreal General hospitals provided ample 
room in their spacious amphitheaters as did 
also the Hotel Dieu and Western Hospitals. 
The days were filled with clinical demonstra- 
tions and operations and ward walks. In ad- 
dition McGill University Medical Department 
kept open house and presented interesting 
laboratory work and specimens. 


One would consume far too much space were 
he to enter in detailed description of this year’s 
meeting. What we do wish to impress, how- 
ever, is that he who fails to attend such nation- 
al meetings sustains a personal loss that can 
never be retrieved. Further, he who continu- 
ously neglects attendance on such meetings au- 
tomatically slides back to a complacency that 
is not inducive to progressive modern thought, 
opinion or ability. 

Dr. J. B. Deaver was elected President for 
the ensuing year. Michigan was well represent- 
ed. The place for holding the 1921 meeting 
will be announced later. Fourteen Michigan 
men were admitted as Fellows of the College 
of Surgeons. Montreal Surgeons proved their 
merit and reputation as skilled modern sur- 
geons. We have received no reports of anyone 
detained at the border by Customs Officials. 
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REGIONAL CLINICS 


An Announcement to the Profession of Michigan 





As directed by the House of Delegates, President McLean appointed Drs. E. L. Eggleston, 
Battle Creek, W. H. Marshall, Flint, and F. C. Warnshuis as members of a Committee to de- 
vise and execute a plan for the holding of Clinical Meetings throughout the state in conjunc- 
tion with our County Societies. 


The Committee has held several meetings and now submits the following plan and _pre- 
sents, for the present, a programme of Clinicians who are available for County Society Meetings. 


Object: To make available for County Society Meetings groups of competent clinicians 
who will present practical discussions on present day views of etiology, symptomatology, diag- 
nosis and treatment of the more important diseases. It is felt that such demonstrations, in- 
tensified by the presentation of clinical cases, will bring by means of these clinics, to the very 
doors of our members practical post-graduate work that will be of material assistance to them 
in their practice. 

Clinical Teams: The Committee selected certain members and requested them to become 
Team Captains. These Team Captains were assigned definite subjects and were requested to 
select the personnel of their teams. As a rule, a team is composed of Internist, Surgeon, 
Laboratory Man, Roentgenologist and Specialist. With such an organization the subjects 
discussed will receive a broad presentation. The Committee feels that one of the chief ends 
sought is to induce a policy of careful study of every case that presents itself to a physician 
and to point out whereby we may eliminate error in diagnosis and treatment if we are but 
conversant with laboratory measures and methods for determining actual conditions. In brief 
to apply and utilize laboratory methods in our daily work. 

Team Programmes: It is planned that a team will conduct a definite Clinical Programme 
in each locality for which it is booked. This programme to consist of an afternoon meeting, 
a recess for dinner and an evening meeting. In certain instances, when it can be arranged, 
surgical teams will do clinical: operative work in the morning. 

To illustrate, let us say that the team on Fractures and Emergency Surgery is booked to 
appear before a County Society meeting at 2:00 p.m. of a certain day. Two hours will 
be devoted to a discussion of fractures, X-Ray diagnosis, reduction and application of splints. 
A half hour will be devoted to actual demonstrations of various splints. An hour will be devoted 
to presentation of-+cases. Recess for dinner, it being suggested that all in attendance dine to- 
gether. At seven the meeting will be resumed and each member of the team will participate in a 
discussion of let us say, Acute Surgical Conditions of the Right Abdomen. Or again the team 
on Obstetrics will discuss first the Pregnant State, second, Confinement and third, Post Partum 
Complications. Each member of the team presenting a selected feature of each subject. 

In such a way will the subjects be covered most thoroughly. The plan will become more 
apparent by referring to the appended list of subjects and Team Members. 


How To Arrange To Secure These Teams: County Secretaries or Chairmen of Pro- 
gramme Committees are requested to file with the State Secretary requests for bookings. In 
sending such requests the following information must be sent: 

(a) For what dates do you wish arrangements made? 

(b) What teams do you apply for? 

(c) Do you desire an all day and evening session, or only an afternoon and evening ses- 

sion. 

(d) What railways enter your city? 


Upon receipt of these requests assignments will be made as near as possible. The Com- 
mittee will, by necessity, be compelled to designate the order of appearance of different teams. 
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However, in so far as possible the wishes of each county will be complied with. It will be at 
once apparent that five requests for one team in one week in scattered parts of the state can 
not be filled. Hence, it is necessary for the Committee to determine the order in which teams 
appear in your county. 

Just as soon as your request is received we will advise you of the order in which the teams 
you designate will appear. 

Again, it will be noted that two or three teams are assigned the same subject. Requests will 
come in for John Jone’s team for a greater number of engagements than it is reasonable to ask 
them to fill and so John Smith’s team must be substituted. The Committee reserves the right 
to make such a change. In each instance due notice will be given. 

The Committee urges that requests be promptly made in order that our booking schedule be 
perfected. 

Notice of Team Bookings: Each County Secretary or Programme Committee Chairman 
will be promptly notified of the booking assignments made to his county and the dates upon 
which each team will appear. Detailed instructions as to arrangements and requirements of 
each team will also be imparted. You will be informed as to what a Team Captain wishes for 
the holding of his Clinic, the character of cases desired and such other local preparation as 
may be necesary for the holding of a successful meeting. In every instance ample time for local 
preparation will be given. , 

Expense of Teams: It is expected that County Societies will re-imburse team members 
for travelling and hotel expense. 

Co-Operation: The Committee feels that this plan provides a most wonderful opportunity 
for our County Societies to hold a series of very profitable scientific meetings that will be of 
inestimable value to their members. It makes available the presentation of subjects in their 
broadest scope and modern application. It will demonstrate the value of present day methods 
in diagnosis and treatment. It cannot help but increase the standard of practice in Michigan. 

This plan is original in Michigan. It marks a new epoch in medical society activity. It 
seeks to bring to our members instruction and inspiration for better, more scientific work. It 
will tend to induce a greater diligence and analytical study in our professional work. 


The Comittee feels that it has but made a beginning. It proposes to develop this plan to 
the fullest possible degree. It purposes to add new teams and a wider number of subjects. This 
perfecting process will be brought about as rapidly as possible. Our present intent is to observe 
results and experiences and to be guided by thesuggestions and recommendations submitted by 
our members. To that end do we request individual and collective co-operation from our mem- 
bers. We feel certain that the value and future of this plan will become at once apparent to all. 


SUBJECTS AND TEAMS. 











Tuberculosis. 
Team 1 
ae eh ee David Whitney Bldg., Detroit.......... 
PET, ae IS cal is sailcon Leche 32 Adams Ave. W., Detroit................ Roentgenologist 
DE Fs a hsicvctennnembicedal David Whitney Bldg., Detroit-........... Orthopedic Surgeon 
Team 2 

Tuberculosis. 

Dr. J. S. Pritchard (Capt.)............ B. C. Sanitarium, Battle Creek........ 
SO Bi TE iat ect dbess, TT a ee ee nee Chest Work 
ae || ee St. Joseph San., Ann Arbor ............ Internist 
‘Dr. J. G. Van Zwaluwenburg............ Univ. Hospital, Ann Arbor................ X-Ray 
De. Henry Vaoghan ............-2..... Kresge Med. Bldg., Detroit -............. Public Health 
Dr. Walter Vaughan ........................ B. C. Sanitarium, Battle Creek........ Surgeon 


Dr. Gorda DODD ose. B. C. Sanitarium, Battle Creek.......... Laboratory 
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Team 3 
Neuro-Psychiatric. 
Dr. G. T. Inch (Capt.) ........-.-c----«: State Hospital, Kalamazoo ................ 
ee a B. C. Sanitarium, Battle Creek........ Neurologist 
BP Io GU sh dncecscssacinanidtinintcticnt 115 W. Lovell St., Kalamazoo.......... Surgeon 
Dr. E. P. Wilber .........................--:--- Kal. Nat. Bank Bldg, Kalamazoo....Ear, Eye, Nose & Throat 
Dr. Walter Den Bleyker.................... 513 8. Burdick, Kalamazoo.............. Internist 
Be He a UD oe sesrcesncs siceobngs SR State Hospital, Kalamazoo................ Pathologist 
SOE Rt i cccscersacnnseansteciooes West. State Normal, Kalamazoo........ Biology ; 
Dr. Samuel Renshaw ............-.:0.::0++- West. State Normal, Kalamazoo........ Psychology 
{ 
Team 4 
Gastro-Intestinal & Gall Bladder 
Dr, E. L. Eggleston (Capt.) ............ B. C. Sanitarium, Battle Creek........ Internist | 
OE ONE cic asichconecicncchhasiniittveniile B. C. Sanitarium, Battle Creek........ Surgeon 
Bie Pe I a icomicicnsddienereatonsans B. C. Sanitarium, Battle Creek........ Roentgenologist 
ER ON A os. scasionsicicnnsinsnaediaosiice B. C. Sanitarium, Battle Creek........ Laboratory ' 
at! SS aki , = E 
Team 5 f 
Gastro-Intestinal & Gall Bladder 
Dr. J. Walter Vaughan (Capt.)........ Kresge Med. Bldg., Detroit.............. Surgeon 
Pe NER Te OD ose nisccsncsemtnnchanion Harper Hospital, Detroit.................... Internist & Laboratory 
I es FOE iss ssspsincnisncncntnansionyad 435 Jefferson Ave., Detroit................ Roentgenologist 
i a OP A |” Kresge Med. Bldg., Detroit.............. Proctologist 
Team 6 
Dermatological & Syphilis. 
Dr. H. R. Varney (Capt.) ................ Kresge Med. Bldg., Detroit.............. 
De BE So ivctccccniotll Fine Arts Bldg., Detroit.................. Internist 
el, TG II ss cesicsssiinnsscciniice 435 Jefferson Ave., Detroit................ Internist 
De. WR IER css ccsscirstninonnscnnts Harper Hospital, Detroit.................. Laboratory 
ee ee af ee 435 Jefferson Ave., Detroit................ Laboratory 
Dr. Bertram Li. Jones ..........-.-.+-:-<0- A AN chess eaictaias sito emeniaincaiaiens Neurologist j 
ee Washington Arcade, Detroit............ Neurologist 2 
| | ae ee ee 1216 S. University St. Ann Arbor.... Dermatologist A 
ee a ae mae Kresge Med. Bldg., Detroit............ Dermatologist H 
ee Ee ee David Whitney Bldg., Detroit........ Dermatologist 
te. ER ee ER Tee Se cetce ene Dermatologist 
Team 7 4 
Gynecology. 
Dr. Ernest .K. Cullen (Capt.) ........ David Whitney Bldg., Detroit........ Gynecologist : 
Dr. Frederick B, Buesser seocssssness-- David Whitney Bldg., Detroit.......... Internist 
Dr. Bertram L. Jones .................--02-- ee oe Neurologist . 


Dr. Robert G. Owen 


Laboratory 





Team 9 

Gynecology. 
Dr. Reuben Peterson (Capt) ............ 620 Forest Ave., Ann Arbor.......... 
Dr. L.. H, Bewburgh. ....................... Univ. Hospital, Ann Arbor............... 


Dr. A. M. Barrett 
Dr. J. G. Van Zwaluwenburg 


Gynecologist 
Internist 
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Team 10 
Proctology. 
~ Dr. L. J. Hirschman (Capt.) ........ Kresge Med. Bldg., Detroit.............. Proctologist 
Dr. C. B. Lockwood 357% Woodward Ave., Detroit.............. Internist 
Die: Fi Ra es ssiscssridespnecinitenndiipncntat 32 Adams, West, Detroit.................--- Roentgenologist 
Di. Gi Be TE ccicctammnaanminen Grace Hospital, Detroit.................... Pathologist 
Team 11 
Proctology. 
Dr. J. A. Mac Millian (Capt.) ........ David Whitney Bldg., Detroit.......... 
ie % |.  sandenaennemn Kresge Med. Bldg., Detroit.............. Internist 
Dr. Geo. Chene .................-.--- ...David Whitney Bldg., Detroit.......... Roentgenologist 
Dr. James E. Davis David Whitney Bldg., Detroit.......... Pathologist 
Team 12 
Fractures & Emergency. 
Dr. H. E. Randall (Capt.).....2.......... P, Smith Bldg, Pint... Fractures 
Dr. J. G. Manwaring . Dryden Bide; Fiit..................... Orthopedic results 
Dr. D. L. Treat .. General Motors Co. Hos., Flint........ Emergency Surgery 
Da, Wig: Bi GUI sa tisicesesintesinsicapscicion P. Smith Bldg., Flint... X-Ray 
Team 13 
Orthopedics. 
Dr. Frederick C. Kidner (Capt.)....David Whitney Bldg., Detroit.......... 
Ee, RT css cidicescetanioitlan David Whitney Bldg., Detroit.......... Internist 
OR BE Fie I casi escent An APR ciccsicins .. Neurologist 
Boa, Fa Te csscnsciasiiaeneciannsasit 32 Adams Ave. W., Detroit................ X-Ray 
Dr. Wm. A. Evans . iu ..32 Adams Ave. W., Detroit................ X-Ray 
Team 14 
Pneumonia & Empyema. 
Dr. C. H. Johnston (Capt.) ............ Metz Bldg., Grand Rapids................ 
Dr. Wm. Veenboer .............-.-..- Metz Bldg., Grand Rapids................ Surgeon 
Dr. J. 3. Brotherhood ................. Metz Bldg., Grand Rapids................ Laboratory 
Ee. Ve Bi: BI aw iaiciccdintiscitiaaiinn Metz Bldg., Grand Rapids................ Radiologist 
Team 15 
Endocrineology. 
Dr. T. A. Me Graw Jr. (Capt.)........ 32 Adams Ave., W., Detroit.............. Internist 
ER: TB SOE ss secainavicarsninitenens David Whitney Bldg., Detroit............ Surgeon 
DW, Gh, Fi, WORE consecccinsnsnsncéaaipic David Whitney Bldg., Detroit............ Ear, Eye, Nose & Throat 
ENR Tike. Wes MRO asivoacandecestnapensinioete’ P. Smith Bldg. Wit. Roentgenologist 
Team 16 aK" 
Cardio-Renal Diseases. 
Dr. M. A. Mortensen (Capt.) .......... B. C. Sanitarium, Battle Creek........ Internist 
DR: BE SI es saceasaccisniiaaiacnseas 420 Rose St., Kalamazoo.............-..---- Roentgenologist 
De, Ti Wh FIO rics -onsiencagasonsecesin Pruden Bldg., Lansing................-..--- Surgeon 
DE, Thi Si BR ncnssciocscicauiiiiiatinitinc B. C. ‘Sanitarium, Battle Creek........ Ear, Eye, Nose & Throat 


Diccnaad Laboratory 
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Team 17 
Focal Infection. 
Dr. Wm. Northrup (Capt.).............- Metz Bldg, Grand Rapids ................ 
CR AE” Re eee” Henry Ford Hospital, Detroit............ Internist 
Dr. Henry J. Vandenberg ................ Metz Bldg, Grand Rapids ................ Surgeon 
Ce ie ae. ||” rr Powers Theatre Bldg., G. R............. Laboratory 
AE, eB NEN in ssccscdccsingscoisecios Univ, Hos, Aum Arbor .................. Neurologist 
Dr. Ferris N. Smith ..............0.......-- Metz Bldg., Grand Rapids................ Kye, Ear, Nose & Throat 
BE a a PII iiiicirictineisncccansetormnons 32 Adams Ave., W., Detroit................ Roentgenologist 
Dr. Rickert, Pathologist .................... Dental Col. Univ. Hos. Ann Arbor.... Dentist 





SHALL WE ADVERTISE OUR PROFES- 
SION? 





To this we answer yes—but with a qualifica- 
tion or limitation just as you may be pleased 
to term it. But the question that is voiced at 
once is: “What are those limitations?” Just 
a moment before the direct answer is made. 

Times are changing and we must need change 
with them. That which applied yesterday or 
yester-year no longer applies for today or for 
tomorrow. Unless we adapt ourselves to and 
conform with these impelling changes we soon 
will find ourselves out-distanced and trailers 
in the march of progress. 

Advertising on the whole is a campaign of 
education—it may be good or bad. The art of 
advertising is a profession—that is educational 
adyertising. It consists of more than so many 
inches of display space and a blazing of type. 
It entails a wide familiarity with people and 
localities, a knowledge of psychology, a knowing 
of what people lack and need, an association 
with and a working knowledge of labor, pro- 
duction, government, civic activities and, oh, 
a host of other things. It requires that one 
know how, when and where to advertise and 
effectively through proper mediums and with 
the proper “pulling,” “selling” or “educating” 
copy. Until one obtains an inner view of the 
workings of a successful advertising agency he 
is woefully ignorant as to what is required to 
be a successful “ad” writer and what is needed 
to produce revenue and retuins from advertis- 
ing space. But you again ask, “what has all 
this got to do with the profession entering into 
the advertising field?” Nothing directly but 


a lot indirectly and we want you to first fix in ° 


your mind that the right kind of advertising 
requires more than columns of space—brains 
are needed to create copy and produce results. 

Second: We direct your attention to the use 
that has been made of advertising space to 


-and been influenced by: 


educate the public and interest them in their 
business by a variety of national asosciations 
and committees. This copy and form of ad- 


vertising is spoken of as “good-will advertising.” 


Just recall some of the copy you have seen, read 
The American Tail- 
ors Association, American Railway Association, 
American Bankers Asociation, American Lum- 
berman Association, American Brokers Associa- 
tion, Electric Corporation, American Utilities 
Corporations, and a host of other national or- 
ganizations representing various trades and pro- 
fessions. Whenever a need presented for pub- 
lic education, when widespread public support 
and co-operation was indicated and sought these 
associations took recourse to and employed edu- 
cational advertising space and—obtained re- 
sults. 

Yes, we perceive your impatience and quiz- 
ical gleam of eye expressing your doubt as to 
how this applies to the medical profession and 
Wherein a similar need for advertising exists 
today. Well, let us see if we can outline it in 
the brief space at our disposal and drive home 
the application. 

Our medical press is filled with articles and 
editorials upon the need of some uniform 
scheme or plan to protect our interests, to 
maintain our position and standing, to acquaint 
the public with the progress we are making, to 
enlighten them so that they may intelligently 
apply our deductions, our teachings and recom- 
mendations. We rant about our legislatures 
and restricting medical laws; we view with 
alarm the upspringing and active cults of 
Christian Science, Osteopathy, Chiropractors, 
New ‘Thought and Immanuel Movements. We 


are aware of the ends sought by Compulsory 
Health propagandists. We know the fallacy of 
all their activity and as the days go by we per- 
ceive how they are gaining foothold and in- 
Still all we do is raise 


fluencing the public. 
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our voices and shout at each other, wildly wavy- 
ing our hands and asking why don’t we do this 
or that. We recognize the bad and unwhole- 
someness of all these outward movements and 
influences and know their ultimate result, still 
the public, the people that pass by your door- 
step, your office and your hospitals are ignorant 
of facts, unaware of results that should be 
avoided and also of results that they should 
attain. Ignorant and unacquainted with the 
rich dividends they might reap, the happiness 
they might secure, the health, longevity and 
freedom from disease and suffering they, might 
and could secure did they but know, were they 
but educated and shown. And all the while 
we employ a far round about way at a snails 
pace and in a spirit fitting to fifty, seventy-five 
years ago to enlighten them, causing a trickle 
of light to filter in here and there but so in- 
effective as far as its influence upon the whole 
public is concerned: We are employing the 
munie-bullet of Revolutionary Days -whereas, 
we shauld be laying down barrages with the 
75’s, and Big Bertha’s and Jack Johnson’s of 
present day efficiency. 

Now then do you see? If we are to secure 
results, forestall the propagandist of Compul- 
sory Health Insurance, show up the faker, ex- 
pose the ninty day educated D. of C,” “D. of 
0,” “D of N.P,’ and other alphabet juggling 
impostors, we have got to enlighten the people, 
the legislators, Congress, the pulpit, the press, 
city and county officials—well, just include 
everybody. And, we can not succeed in doing 
so if we simply shout at ourselves and air our 
views in our own restricted publications. 

How then? Why, by advertising, just as we 
said at the beginning. Because that is the only 
proven way by which it can be put across. 

No, you poor simp, not by using ink to 
describe a doctor’s skill or ability to cure pneu- 
monia, remove a gall bladder or circumcise of 
“fit-inclined” kid. We mean by educational 
advertising copy imparting the present day 
knowledge of disease, its incidence, its preven- 
tion, what is needed to lower our present mor- 
tality rates and increase our allotted four score 
and ten years. Advertising that will educate 
the public as to the folly and fallacy of ascrib- 
ing every diseased condition to a misplaced 
vertebra or “pinched nerve.” Advertising edu- 
cation that will reveal the evils, Prussianism 
and socialistic principles of Compulsory Health 
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Insurance. Advertising that will educate the 
public so that when it seeks and requires re- 
liable information, instruction and aid in all 
matters pertaining to health, disease preven- 
tion and relief from affliction, that it will turn 
to and employ the educated, trained and ex- 
perienced doctor of medicine and avoid the 
quack, fake or “90 day” man with an alphabet 


tail tacked on to his name. 


That’s the kind of advertising we mean, na- 
tion wide, in our lay magazines and press. No, 
we are not crazy and we know such a plan will 
cost thousands of dollars to be effective and 
successful. But what’s thousands of dollars or 
a million even? The fund can be secured and 
not out of our own pockets, although we may 
have to dig up a little to sell the idea. The 
writer, our State Society cannot accomplish it. 
What is needed is for every doctor, every county 
and state society in our United States to get 
behind this movement. Stop wringing your 
hands and shouting at each other and wonder- 
ing what to do. Let’s have a Council on Public 
Welfare that will centralize such an education- 
al campaign. ‘Then it will be easy to secure 
endowments and contributions from our phil- 
anthropists. Then, and only then, will we 
nullify the acts of the charlatan and selfish 
propagandists. Then and only then, will we 
thwart that which tends to threaten and limit 
our honest endeavors. 

No, we don’t quite expect everyone to accept 
this suggestion. Neither do we quite expect 
the House of Delegates of the A. M. A. at its 
next session to, create such a council. 
however, willing to wager that before many 
moons such a campaign of educational adver- 
tising will be undertaken. Why? Because it 
is the only way we are going to speedily attain 


We are, 


the end sought and demanded. 

Remember advertising space sold Liberty 
Bonds, conserved sugar, saved fuel, stopped food 
waste, inspired and increased production and 
helped win the war. That was all educational 
advertising. That same educational advertis- 
ing will put across that which we want every 
Tom, Dick and Harry to know about the pro- 
fession, what it is doing, what the frauds are 
and what is best for Tom, Dick and Harry’s 
physical well being. That is why we started 
out by saving yes to the query: Shall the Pro- 
fession Advertise Itself ? 


Note: 


No advertising agency stimulated or 
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suggested this editorial. It is the product of 
our own thought and observation. We solicit 
tolerance for attempting to cover so broad and 
important a subject in such short space. Much 
more can be subscribed in support of this plan. 
We are only endeavoring to start you thinking 
and discussing. We know the solution will be 
secured. 





HOSPITAL STANDARDIZATION. 


The chief purpose of the American College 
of Surgeons, since its beginning in 1913, has 
been the betterment of the clinical practice of 
surgery. Surgery is a specialty of medicine; 
it is also an inseparable part of the science of 
medicine. Better practice of surgery, therefore, 
means the better practice of medicine, and with 
this fundamental idea the College set about its 
work. Even matters of public health, the pre- 
vention of disease, the intelligent distribution 
of the benefits of medicine, medical education, 
and the problems of hospital administration 
and equipment, are factors in any comprehen- 
sive plan of action with such an aim. The 
work of the College in this field is called hos- 
pital standardization. 

Details of the program of hospital standard- 
ization, what it is, how it developed, its mean- 
ing to the public, to the hospitals, and to the 
profession, and a bibliography of the subject, 
are given in the report of the College for 1919 
(Bulletin Vol. IV, No. 4). The following 
pages are a report of progress for 1920. 

There is an analogy between the service of the 
courts to the public and the service of the medi- 
cal profession, which makes clear what hos- 
pital standardization is. The court protects 
our right to justice. The Judge, if he is worthy 
of his trust, is a man of integrity, of impartial- 
ity, and of intelligence. He seeks out the facts 
relevant in‘each case and, guided in some in- 
stances by a jury, finally makes his decision. 
The entire procedure of each case becomes, then, 
a public record. That record is subject to re- 
view by higher courts. The entire process is 
designed to establish justice. That is the im- 
portance of the analogy here—the provisions of 
the law against error or the miscarriage of 
justice. 

In a similar way the medical profession is in 





“*From the Report of Committee on Hospital Stan- 
dardization of American College of Surgeons rendered 
in Montreal Oct. 11, 1920. 


Jour. M. S. M. &. 


service to the public. Each doctor is a judge. 
He presides over our right to be well. If he 


be worthy of his trust, he is a man of integrity, 


of impartial devotion to his patient’s welfare, 
and of intelligence. The requisite training of 
a doctor, to-day, is long and most exact. But 


this training is merely the pre-requisite to prac- 


tice. In practice the doctor must seek out the 
facts revelant to each case. Upon these facis 
rest the diagnosis and treatment. If errors 
occur either in diagnosis or treatment, they 
are not only most difficult to review. or to cor- 
rect, but they seldom can be corrected. Surgery 
admits practically of no appeal. In this matter 
the law obviously has an advantage. To reduce 
all errors or all failures for whatsoever reasons, 
therefore, in the practice of medicine and of 
surgery to the lowest percentage is the first 
business of the medical profession ; and through 
hospital standardization the profession seeks 
both the practical means and the speed in the 
realization of this aim. 


Hospital standardization aims to safeguard 
the patient against error in diagnosis, against 
lax or lazy treatment, against unnecessary sur- 
gical operations or operations by unskilled sur- 
geons; it aims to bring to every patient, how- 
ever humble, the highest service known to the 
profession. 


Backed by the common experience of prac- 
tice, doctors to-day unanimously agree that 
if they are to create the highest service of 
which the profession is capable, they must at 
regular intervals review what they have done, 
what results they have accomplished, what 
mistakes or other failures, if any, they have 
made and why. They must know that the same 
mistakes do not occur a second time through 
avoidable reasons. In other words, the doctor’s 
obligation is to grasp in a regular and orderly 
way the benefit of his experience and to apply 
the ever-increasing wisdom gained by this 
process to his work. Further, the doctor’s debt 
to his profession, to himself, and to society, re- 
quires that he benefit also by the clinical ex- 
perience of his colleagues. The common ex- 
perience of his colleagues is his; and his ex- 
perience is theirs. To use common experience 
rightly is to use common sense; and as to the 
value or need of such common sense in the prac- 
tice of medicine there is no debate. 


But how the doctor is to gain in a regular 
and orderly way the benefit of his own clinical 


resreencery 
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experience and that of his colleagues? ‘To 
answer that question the Minimum Standard 
given below, was designed. 


The Minimum Standard grew gradually out 
of a thorough study of actual conditions in the 
practice of medicine. It grew out of the 
straight thinking of the clearest minds in medi- 
cal and hospital work on this continent. It is 
practicable, workable, and constructive. It 
costs effort rather than money. It safeguards 
the care of every patient admitted to the hos- 
pital by insistence upon competence on the part 
of the doctor, by thorough study and diagnoses 
in writing for each case, and by a checking up, 
at least once each month, of the clinical serv- 
ice of the hospital. It fixes responsibility 
throughout the hospital. It calls for the “pro- 
duction sheets” of the hospital, but does not 
cause in any way violation of the confidential 
relationship between the doctor and his pa- 
tient. It encourages and even compels re- 
search. It defines the minimum service to the 
patient, which, beyond all debate, is considered 
essential. 

Above all, the Minimum Standard is design- 
ed to bring a sense of responsibility to those 
who have to do with a hospital that each pa- 
tient admitted receives care scientifically sound. 
It is on this basis that the hospital may seek 
the confidence, good will, and support of its 
community; and it is through progress in this 
line that the medical profession may most 
swiftly advance to its rightful position in so- 
ciety. 

The medical superintendent? of one of the 
leading hospitals of the continent recently said, 
after years of practical administrtion of the 
standard: 

“The Minimum Standard is not, perhaps, 
so simple as it looks. But certainly it does not 
impose too great a burden of effort upon the 
doctor or upon the hospital. It calls for no un- 
due expenditure of money. It is not impertin- 
ent, for it is based upon the sound principles 
of practice which the profession long ago ac- 
cepted. It forces a constructive and co-opera- 
tive scrutiny over all medical work in the hos- 
pital, unnecessary surgery, incompetent surgery, 
Jax and lazy medical service, and all com- 
mercialism in medicine go down before it. 

The Minimum Standard is not a theory. 





aie Dr. M. T. McEachron, Vancouver General Hos- 
pital. 
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Wherever it is tried with sincerity, it succeeds. 
One result of it, too, is that it swiftly sub- 
merges personal prejudices among doctors and 
unites them under those bonds which have al- 
ways made the profession great.” 


THE APPROVED LIST. 


Following herewith is a list of the general 
hospitals of one hundred or more beds in the 
United States and Canada which on inspection 
either met the minimum standard or later dur- 
ing the current year reported that they had 
met that standard. 

In presenting this list the Regents of the 
College are quite aware that artificial stand- 
ardization is indefensible. After five years of 
work, however, upon the problem of better ser- 
vice in hospitals, the Regents believe that the 
standard upon which this list is based is funda- 
mental. They are borne out in this view by 
the hospital administrators and hospital trus- 
tees. The list, therefore, marks in an ac- 
curate fashion the progress of the medical pro- 
fession in making its own ideals come true in 
practice. 

The hospitals named in the list are taken 
from a group of 692 hospitals. Two years ago, 
89 out of these 692 hospitals fulfilled the mini- 
mum standard; one year ago 198 out of the 
692 met the standard; at the present time 377 
of the group meet the standard. 


These figures are the findings of personal 
visits to the hospitals by staff members of the 
College. These men, all graduates in medi- 
cine, visited the hospitals not as spies nor as 
meddlers. They went rather as engineers, dis- 
covering first what the short-comings of the in- 
stitutions were and then indicating how these 
shortcomings might best be overcome. The 
council meetings held at the various hospitals 
by these inspectors are a most important factor 
in the success of the entire work. 


In addition to the 692 general hospitals of 
100 or more beds in the United States and 
Canada, there are in these two countries 1,006 
general hospitals of from 50 to 100 beds. These 
smaller hospitals will be considered in the sur- 
vey of the College for 1921. 

On every hand evidence exists to-day of a new 
and powerful interest on the part of the public © 
in hospitals. The time is not far distant when 
a hospital in co-operation with the doctors who 
practice in it must either soundly protect the 
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right to be well of its patients or forfeit all 
claim to the confidence and good will of its 
community. 

The following Michigan Hospitals are on the 
approved list: 

Battle Creek Sanitarium, 

Butterworth Hospital, Grand Rapids. 

Blodgett Hospital, Grand Rapids. 

Children’s Free Hospital, Detroit. 

Detroit Receiving Hospital. 

Grace Hospital, Detroit. 

Harper Hospital, Detroit. 

House of Providence, Detroit. 

Saint Joseph’s Hospital, Ann Arbor. 

Saint Mary’s Hospital, Detroit. 

Saint Mary’s Hospital, Grand Rapids. 

University Hospital, Ann Arbor. 

U. of M. Homeopathic Hospital, Ann Arbor. 

Women’s Hospital & Infants Home, Detroit. 





Editorial Comments 


One of the principle causes for poor end re- 
sults and prolonged disability in cases of fractures 
of long bones is the prolonged immobilization 
of the joints of the involved limb. It requires 
experience and judgment to know when a splint 
can or cannot be removed. It requires mechan- 
ical skill to so immobilize that passive motion 
can be secured during and after the first week. 
One is culpable, if he permits a joint to remain 
in a fixed position for periods varying from two 
to ten weeks. Early passive motion and muscle 
massage are necessary and when employed will 
vastly better our end results in fractures. 


Some doctors refer their cases of infected 
hands, appendical disease, lacerated tendons, per- 
ineal lacerations, benign tumors of the breast, to 
surgeons because they personally realize their 
inability to institute the proper surgical treat- 
ment. Yet when a fracture of the long bones, a 
Pott’s or a Colles presents they have no hesi- 
tancy in undertaking treatment. The case of 
fractured bones requires as much if not more 
skill than many of our surgical procedures. Why 


then do we consider them so lightly? 


The announcement of the number of teams for 
Regional Clinics contained in this issue is in- 
complete. The committee in a supplementary 
announcement will present the subjects and per- 
sonnel of additional teams. County Societies are 
urged to make early requests in order that book- 


ings may be arranged. 


EDITORIAL COMMENTS 


Jour. M. S. M. S. 


We are firm in the opinion that the plan to 
provide teams composed of capable men to con- 
duct meetings largely clinical in character, for 
our county societies provides one of the greatest 
opportunities for professional advancement. We 
feel certain that the plan will increase the inter- 
est in our county meetings. We know that these 
meetings are going to make us better doctors. No 
one can afford to: miss such a meeting in his 
county. The committee takes pride in what it 
has thus far accomplished. It also realizes that 
the plan must be further developed and that the 
machinery will present some features that will 
have to be changed as our experience indicates. 


County officers should promptly avail them- 
selves to make early booking requests for Clin- 
ical Teams. 


November and with dropping temperature there 
has occurred some drop in the H. C. L. Just an 
indication of what the profiteering individuals 
have been salting away while the middleman has 
been footing the bills. Oh well, there is bound 
to be a day of reckoning. Just like our Jew 
friend, when a customer entered his place and 
asked what was the disagreeable smell in his 
store, he replied: 
rotten.” 


“Why it’s my business; it’s 


Occasionally we receive a weekly paper from 
some of our smaller cities. We, ever since our 
boyhood years, delight in reading them and note 
that the same style continues in reporting the 
news. One came to hand the other day and our 
attention was arrested by the accidental or 
studied intent of the professional cards of the 
local doctors. Two were printed and after each 
name was the degree of “M.D.” 
path preceded his with “Dr.” That was a splen- 
did way of indicating to the local community the 
goat that sought to mingle with the sheep. 


The sole osteo- 


Benefits to be Derived from the Wayne County 
Medical Society. 


As a rule a person gets out of a society what 
he puts into it. It requires little time and exer- 
tion on the part of the doctor to attend the med- 
ical meetings. For this sacrifice what is there in 
First of all, the contact with his 
fellow workers adds much to the sense of brother- 
hood of the profession; it serves to cement a feel- 
ing of friendliness, and a belief in the nobility 
of the profession. The sight and contact with 
the leaders of the profession are a stimulation. 
It is a well known fact that the best and busiest 
men always seem to have tim: for medical so- 


it for him? 
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cieties. Is it that they make the society or does 
the society make them? It must work both ways. 

Furthermore, a united and consolidated pro- 
fession possesses a reserve potential strength 
which can be summoned to effective exercise 
when need arises. It not only protects ourselves, 
but helps to protect the people, who look to us 
for their health guidance. 

Aside from the foregoing reason for the exist- 
ence of a medical society, there is the no less 
important opportunity for inter-change of pro- 
fessional knowledge. Poorly prepared papers 
poorly delivered by men of insufficient training 
make the meetings dull. This is added to by 
long drawn out discussions which could just as 
well be given in a few minutes. An uninterest- 
ing meeting makes a poor attendance. 

It is no credit to the essayist, the discussant 
or the society when half the meeting slumbers. 

The program committee has in store for this 
year, a series of bang-up papers and it is hoped 
that a good attendance will be present at every 
meeting, and that there will be many short, 
snappy discussions—From Bulletin of Wayne 
County Medical Society. 


Every now and then we meet for the first 
time a fellow member of our State and frequent- 
ly we are greeted by—‘‘Why I thought you were 
a gray haired man with whiskers.” We natural- 
ly wonder how they “get that way” in their 
opinion. If our editorial efforts reflect sage and 
age we are thinking that probably it’s time to call 
for a transfusion of infant’s blood, because per- 
sonally we only feel like 25 and no signs of 
senility. So with this announcement let the next 
one beware how he greets us for we promise to 
take him to greater task than we did the last one. 





Correspondence 


ee ee 


Detroit, Mich., Sept. 29, 1920. 

Michigan State Medical Society, 

Powers Theatre Bldg., 

Grand Rapids, Mich. 

Gentlemen :— 
We have frequent necessity for mailing reprints 
outside of Detroit, and have difficulty in getting 
mailing lists covering the different cities and 
counties. Would it not be advisable, and of bene- 
fit to the members of the Michigan State Medical 
Society, to put the members of our Wayne Coun- 
ty Medical Society in a position to mail reprints 
to such various groups as seem desirable? May 
I ask, if it is not possible for the Journal to fur- 
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nish our Society with a copy of the mailing -list 
at this time. If you will send the list to me per- 
sonally, I shall be glad to see that it is properly 
cared for, and turned over to the Business Man- 
ager of our Society, or if you prefer it could be 
mailed to the Society direct. . 

Thanking you for your co-operation in this 
service, I beg to remain 

Cordially yours, 


E. G. Martin. 

Reply. 

October 2, 1920. 

Doctor E. G. Martin, 


David Whitney Bldg., 
Detroit, Mich. 
My Dear Doctor Martin:— 

Answering your letter of Sept. 29th. 

The Directory of the American Medical As- 
sociation as found in the library of the Wayne 
County Medical Building contains under Michi- 
gan in capital letters the names and addresses of 
all Michigan doctors who are members of the 
County and State Society, together with their 
office and residence addresses. In addition you 
will find a list of officers of each County Society, 
hospitals, state committees, state boards, schools, 
Ste, 

This is a reliable list and imparts the informa- 
tion which you seek. 

Our mailing list is on an addressograph with 
each name separate, consequently we cannot 
print the mailing list on one sheet and send it to 
you, much as we would like to. ' 

I am sure you will receive the assistance sought 
by referring to this directory. Because of fre- 
quent similar inquiries I am going to publish 
your letter and this reply in our next issue of the 


Journal. 
Cordially yours, 
Secretary-Editor. 
Mt. Pleasant, Mich., Sept. 24, 1920. 
Editor, 


Journal Michigan State Medical Society: 

I know that others have had the same exper- 
ience that I have and that ii cannot be said that 
I am the only kicker. If the others have met the 
same treatnient I have they are entitled to a 


complaint. When my student days in Ann Arbor 
were ended, and I went out to practice, I believed 


that there was one place I could go for help, 
and that was Ann Arbor. Experience has taught 
me that I was mistaken. The Faculty at Ann 
Arbor has forgotten that I was ever a student 
there, and as I look backward over years of ex- 
perience I can truthfully say that I have received 
but very little assistance from my Alma Mater. 
During the past year I wondered if I might not 
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be mistaken in my opinion, and that things were 
now better. During the year I have sent patients 
to the University Clinic but in every case I have 
been ignored and a lack of confidence in my 
professional ability created in the mind of my 
patient by the handling of the case in Ann Arbor. 
I sent Mrs. Darnell to the clinic about Feb., 1920, 
an interesting case of infection, she was operated 
upon and returned home, but no report of the 
case was sent me and Mrs. Darnell has never 
been in my office since. 

Charles Egberts’ little girl was sent in for a 
mastoid operation, was operated upon and re- 
turned home in a few days, but was obliged to 
return for dressing twice a week. The father was 
told that country doctors did not know enough 
to dress a mastoid, and the operator was afraid 
we did not have any sterile gauze in Mt. Pleasant. 

Mrs. K. was sent in for diagnosis and advice 
as to treatment. She was examined, a diagnosis 
made, and the trouble prescribed for, but I did 
not know anything about it until two weeks after- 
ward when she came to me to get the prescrip- 
tion filled, the drug stores not being able to fill 
it. I could mention others but the ones men- 
tioned are sufficient. 

I have always believed, and still believe, that 
the tax payers of the State maintain the medical 
college and hospital for the benefit of all the 
people, but regardless of the size of the hospital 
at Ann Arbor, the faculty cannot see all the sick 
people in the State and by their refusal to coun- 
sel with the attending physicians of the patients 
who go to Ann Arbor for treatment, the value 
of the great institution is limited to a few people, 
whereas if the faculty would return the patients 
to the attending physician to carry out the treat- 
ment, giving the doctor the benefit of the clinic’s 
advice as well as the patient, the value of the 
institution would be carried home to all the peo- 
ple instead of a very few as it now is. If we have 
physicians who do not keep up, Ann Arbor must 
carry the blame for not giving the Doctor the 
chance he is entitled to. There is much more 
that might be said about the practice of medicine 
in Michigan but I think this will give my opinion 
of the question under discussion. 

Fraternally, 
Dr. Charles D. Pullen. 
Ann Arbor, October 12, 1920. 
Dr. F. C. Warnshuis, 
Powers Theater Building, 
Grand Rapids, Michigan. 
Dear Dr. Warnshuis: 

Your letter to Dr. Vaughan together with the 

inclosure of Dr. Pullen’s letter to The Journal 


Jour. M. S. M. S. 


has been referred to me for investigation and 
reply. I have gone over the records carefully 
and I am driven to the conclusion that Dr. Pul- 
len has an imaginary grievance or in other words 
is “wearing a chip on his shoulder.” 


Some of his statements are based on fact; some 
of them are absolutely without foundation and 
further the evidence shows that Dr. Pullen knows 
them to be untrue. The first patient to whom 
Dr. Pullen refers whose name incidentally is 
used for publication in violation of his profes- 
sional obligations to the patient, I find was treat- 
ed in the Homeopathic Hospital and has never 
been a patient in this hospital. Inasmuch as Dr. 
Pullen is a graduate of the Homeopathic Medical 
School his complaint that his Alma Mater has 
forgotten that he ever was a student may be ex- 
plained by the fact that his attitude is one which 
would tend to cause lapse of memory on their 
part, because there are some things you know 
that we all would like to forget. 


The second patient to which Dr. Pullen refers 
was one not referred by him and consequently 
there was no special reason why he should have 
been advised of the patient’s condition. The 
same is true of a patient not mentioned in his 
communication, but regarding whose treatment 
he complained in a letter to Dr. Cabot who, by 
the way, in a personal interview with Dr. Pullen 
assured him that we were doing everything pos- 
sible to keep the family physician advised of the 
condition of his patients. 


There is nothing further that I need say re- 
garding Dr. Pullen’s communication except to 
state that it is libelous and that it should not be 
printed. We are always glad to receive con- 
structive criticism. We know that our system of 
advising the doctors regarding their patients is 
not perfect but with the facilities we have and 
with the tremendous handicaps imposed upon us, 
we are doing the best we can and we are willing 
to go to any reasonable length to correct mis- 
takes which you must realize will occur in treat- 
ing seventeen thousand patients in a year. 


It has been my policy ever since I became 
director of the University Hospital not only to 
treat physicians of the State with consideration 
but further to place the University Hospital and 
its facilities at their disposal. In this policy I 
have always had the unanimous support of the 
hospital staff and medical faculty. The success- 
ful outcome of the monthly practitioners’ clinics 
is an evidence of our attitude toward the physi- 
cians. The fact that there has been provision 
made in the hospital budget to pay the expense 
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of a series of outside clinics might be cited as 
further evidence of good faith. 

Briefly, to honest critics we shall be obligated 
to explain our shortcomings; to a certain class of 
others, explanations are of no avail because in 
their desire to find grievances against the hos- 
pital regard for the truth is altogether too in- 
cidental and unimportant. 

Very truly yours, 
C. G. Parnall. 


Mt. Pleasant, Oct. 8, 1920. 
Dr. F. C. Warnshuis, 
Grand Rapids, Mich. 
Dear Doctor: 

Since I wrote you, Wm. Huber another patient 
of mine was returned to me from the Home- 
opathic hospital without a word of advice, 
through him I learned what. he thought the diag- 
nosis was and what they said the remedy was. 
The medical service rendered to him helped him, 
and as I fell down on the case it would have 
helped me to render better service if I could have 
had a report on the case. 

You are at liberty to publish the name of this 
patient if you desire. 

Yours Fraternally, 
Dr. Chas. D. Pullen. 





New York, Oct. 19, 1920. 
Dr. F. C. Warnshuis, 
Grand Rapids, Michigan. 
Dear Doctor: 

As a member of the Washtenaw County So- 
ciety and the Michigan State Association I am 
applying for membership in the American Med- 
ical Association as a Fellow. Will you please 
endorse the enclosed blank and return it to me, 
so that I may pay up the fees and become a 
Fellow in good standing? 

In closing allow me to congratulate you upon 
the splendid showing that the Journal of the 
M. S. M. S. is making. It is way above the 
average of the other state journals we see these 
days. 

Sincerely, 
L. Mason Lyons, M.D. 





Deaths 





DR. WALTER R. HICKS. 


One of the best known and best beloved physi- 
cians in Michigan, Dr. Walter R. Hicks of Me- 
nominee, died suddenly on Sept. 26th of acute 
dilatation of the heart. 
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Dr. Hicks was born in 1865, a graduate of 


Michigan University in 1887 (followed by a year 
at Bellevue Hospital). He later took post grad- 
uate surgical courses in New York, Rochester 
and other surgical centers. 

He was an active member of the American 
Medical Association, and of the Michigan State, 
Menominee County, Upper Peninsula and Fox 
River Valley Medical Societies. He was past 
president of the three latter organizations. 

Dr. Walter Hicks was a physician and surgeon 
of unusual ability and a physician in much more 
than the practice of his profession, to which he 
gave a lifelong devotion of duty performed and 
service given with every ounce of his energy 
and without stint or sparing. He was a physician 














Dr. Walter R. Hicks, Deceased. 


in the friendship relations which make life worth 
while, and the record will never be known of 
how far afield from the professional beaten path 
he went because he loved his fellow men. 

Unselfish, courageous, hopeful and sympa- 
thetic,, he carried with him every day the science 
of service with the science of medicine, and no 
better tribute can be paid to his life work, so 
suddenly cut down in its height of usefulness, 
than to express to his wife and children the 
potent fact that Menominee, in every phase and 
part of its life, feels today stricken in his loss 
and richer for his life. 


An epitaph of love and tenderness is written 
in the hearts of every one within the broad field 
of his life work. As citizen, physician, friend and 
patriot he did with his might what his hand 
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found to do, while in intimate circle of the home 
he was all that a husband and father can be to 
those he loves. 


Dr. Karl A. Kranzler, Saginaw, died Oct. 12. 

The Doctor was born in Bavaria, April 6, 1858. 
He studied in Munich University and after prac- 
ticing a short time in his native land came to 
America and Saginaw. 

He leaves a widow and one son Ernest of 
Detroit. 


Dr. Mabel Bucher King died at her home in 
Flint after an illness of three weeks of heart 
trouble. 

Dr. King was born in Brimfield, Ohio, in 1838 
and graduated from Mt. Holyoke, Mass. College 
in 1864. She married Dr. Robert King in 1867. 
Later she took up the study of medicine in the 
University of Michigan, graduating in 1876. After 
the death of her husband she continued in active 
practice until three weeks previous to her death. 

She leaves two daughters, Miss Minnie B. and 
Miss Helen B. a member of the faculty of the 
Saginaw high school. 





State News Notes 


COLLECTIONS. 


Physicians Bills and Hospital Accounts col- 
lected anywhere in Michigan. H. C. VanAken, 
Lawyer, 309 Post Building, Battle Creek, Michi- 
gan. Reference any Bank in Battle Creek. 


4,000 Vienna Doctors Strike for Higher Fees. 

Vienna, Sept. 30—Four thousand doctors of 
Vienna who have been treating patients under 
the auspices of sick benefit associations have 
gone on strike. 


They are refusing to make visits 
except for the regular fees of their: private prac- 
tice. 


The All-America Conference on Venereal Dis- 
eases is the first of a series of regional confer- 
ences suggested by the International Health Con- 
ference held at Cannes under the auspices of the 
League of Red Cross Societies. It is fitting that 
the first conference concern itself with the con- 
trol of venereal diseases, for it is now generally 
recognized that these diseases constitute perhaps 
the largest and most important single factor now 
impairing public health. 

It is the purpose of the administrative com- 
mittee to bring together recognized authorities 
in their respective fields and especially to make 
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possible a comparison and evaluation of the 
methods now being employed in various parts 
of the world for the control of venereal diseases. 
As far as possible the presentation of set papers 
will be avoided, it being felt that full and free 
discussion will be far more helpful to those who 
attend. 

The program will be so arranged that it will 
be possible for any delegate to attend all the 
meetings. In general, the morning will be devot- 
ed to a discussion by the Conference Delegates 
of the scientific basis underlying the campaign 
for the control of venereal disease, the afternoon 
to a discussion by the delegates of administrative 
methods, while the evening will be given over 
to general meetings where the various findings 
of the Conference Delegates will be presented 
for consideration by the entire membership of 
the Conference. , ; 

The Conference will be preceded by special 
addresses on topics allied to venereal disease 
control, in some of the churches of Washington 
on Sunday evening, December 5th. 

The opening general session of the Conference, 
to be held Monday evening, December 6, will be 
preceded by registration of all members. At this 
opening session, addresses will be made by the 
president of the Conference and by other speak- 
ers who will deal with the broader outlines of 
the subject. 

Following this the Conference Delegates will 
take up, next morning, the work of preparing 
material to be presented to the entire member- 
ship at appropriate times. 

The program here drawn up is presented in 
outline only, but it will serve to show the general 
scope of the Conference and the kind of dis- 
cussions planned. These discussions will be in 
the hands of some of the most eminent author- 
ities on the control of venereal diseases. 


A. Conference of Delegates (Morning Session). 
Scientific Basis of Control Measures 


The 


Tuesday, Dec. 7. Present status and recent progress 
in medical investigation. 

Wednesday, Dec. 8. Education as a means of con- 
trolling venereal diseases. 

Thursday, Dec. 9. Law enforcement and protective 
social measures with individuals. 

Friday, Dec. 10. Social influences in the control of 
venereal diseases. 

Saturday, Dec. 11. Final session devoted to the for- 
mulation of reports. 


Some idea of the importance of the conference 
may be gained from the following list of ques- 
tions which have been proposed for discussion. 
The Conference Delegates will review past ex- 
periences and existing knowledge relating to the 
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causes, carriers, treatment and prevention of 


venereal diseases, and prepare useful general 
statements covering answers to such questions 


as are here selected for illustration. 


Specifically 


the conference will endeavor to adopt recom- 
mendations relating to a practicable three year 
program for each of the North and South Amer- 
ican countries participating, and to suggest plans 
for putting such program into effect. 


Problems Relating to Medical Investigations. 


1. 


10. 


11. 


12. 


To what extent should the Wassermann test be 
relied upon as evidence of syphilis in the ab- 
sence of clinical symptoms? 

Is neosalvarsan as effective as salvarsan in the 
treatment of syphilis? 

Is arsphenamine equalled in the treatment of 
syphilis by other arsenicals now being used? 


What is vulvo-vaginitis in infants? How does 
it arise? How should the condition be dealt with? 


Are the common methods of treating gonorrhea 
in the female effective? 

Is it possible to immunize against syphilis or 
gonorrhea? 

Is it possible to determine statistically with a 
tolerable approximation to accuracy the effect of 


syphilis and gonorrhea on the general death 
rate? 


Is it feasible to secure accurate certification of 
venereal diseases on death certificates? 


Has the internal administration of mercury a 
proper place in the treatment of syphilis? 


Should acute infectious cases of venereal dis- 
eases be admitted to general hospitals? If so, 
what special facilities, if any, do they require? 
Is gonorrhea curable? Is it commonly a self- 
limited disease? What criteria should be used 
in determining whether a cure has been affected? 
How should the Wassermann test be used in 
dealing with syphilis? 


Problems Relating to Education as a Means of Con- 
trolling Venereal Diseases. 


ie 


Is our present scientific knowledge concerning 
venereal diseases sufficiently broad and firm to 
permit the development of effective campaign 
measures? If not, in what directions should 
it be developed? 


Is the medical profession as whole sufficiently 
educated and trained to render the most effect- 
ive aid in combating venereal diseases? If not, 
in what is this education or training defective 
and what steps should be taken to remedy the 
situation? 

Are the medical schools devoting sufficient at- 
tention to the social and economic aspects of 
disease, especially in their relation to venereal 
diseases? . 
What role, if any, can the elementary schools 
play in the educational campaign for the control 


of venereal diseases? The secondary schools? 
The colleges? 


At what age and how should a knowledge of 
venereal diseases be imparted to the younger 
generation? 


10. 
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What method of instructing persons about to 
marry can be devised that will be effective and 
not subject to abuse? 


How much emphasis should be placed on vener- 
eal diseases in sex education in secondary 
schools? 


How may moving pictures best be utilized in 
combating venereal diseases? 


What can be done to secure greater assistance 
from newspapers in educating the public regard- 
ing venereal diseases? 

Can we learn educational methods from the 
quack? 


Problems Relating to Law Enforcement and Protective 
Social Measures with Individuals. 


1. 


10. 


Has the general abolition of the segregated dis- 
tricts in the United States given satisfactory re- 
sults from an epidemiological point of view? 
Has there been an increase in promiscuity in 
the United States since the end of the war? If 
so, is this due to the repression of commercial 
prostitution, or to other causes? 

Are the reformatory methods used with prosti- 
tutes effective? 

Should fines ever be imposed on convicted pros- 
titutes? : 

Is there an adequate protective program avail- 
able by means of which communities can safe- 
guard their wayward girls? If so, what is it? 
Is there any discrimination against one sex in 
the enforcement of law concerning prostitution 
in the United States? " 

Is the movement to make “age of consent’ laws 
apply to both sexes sound and successful? 
Should fornication be made a crime? 


. What is the after-history of the ‘“‘charity girl?” 


Does she eventually adjust herself to social 
standards? 
To what extent, on the average, are prostitutes 
subnormal and otherwise deviates, mentally and 
physically? 


Problems Relating to Social Influences in the Control 
of Venereal Disease. 


1. 


10. 


Does economic pressure glay an important part 
in leading women to become prostitutes? 

Have recent advances in psychology thrown 
any light on the alleged ‘‘sex necessity?” 

Can any relation be demonstrated between re- 
creation facilities and delinquency? 

Is the part of the population infected with 
venereal diseases inferior mentally, socially and 
economically to the uninfected part? 

What becomes of the prostitutes who disappear 
from the ‘‘profession?” 

Can the public dance hall be so regulated as to 
eliminate it as a contributing factor in the 
spread of venereal diseases? If so, how? 
What influences lead a boy to become a patron 
of prostitution? 

How much is the spread of venereal disease 
checked by educational propaganda using fear 
as its basis of appeal? 

Do climatic influences play a part in determin- 
ing the amount of delinquency and venereal 
disease infection in a community? 

On what basis, from a public health point of 
view, should the state attempt to govern the 
issuance of marriage licenses? 
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B. Conference of Delegates (Afternoon Sessions). 
Administrative Measures in the Control of 
Venereal Disease. 


Tuesday, Dec. 7, to and including Friday, Dec. 10. 
Administrative Measures in the United States, 
Federal, State and Local. 
Administrative Measures in Canada. 
Dominion, Provincial and Local. 
Administrative Measures in Latin-American Coun- 
tries. 
Administrative Measures in other countries. 
Relation of official to extra-governmental agencies. 


It will be noted that these discussions are 
arranged on a geographic basis, a plan by which 
it is believed the largest amount of practical ap- 
plication can be derived from the results of the 


Conference. Among the many administrative 


questions which public officials are frequently 
asked to answer are the following: 


Problems Relating to Administrative Control Meas- 
ures. 


1. Has the prophylactic packet a place in the pub- 
lic campaign against venereal diseases? 

2. Is notification of venereal diseases really effect- 
ive? What measures should be employed to 
secure the notification of venereal diseases? 

3. What are the relative advantages or disadvan- 
tages of having venereal disease clinics separate 
from other public clinics? 

4. Should treatment at public venereal disease 
clinics be limited to those unable to pay? If not, 
should such clinics charge a fee for treatment? 

5. Should states or municipalities supply arsphena- 
mine free (or at cost) for the treatment of 
syphilis in public hospitals or clinics? For the 
use of private physicians? 

6. What is the role of voluntary agencies in the 
field of administrative control of venereal dis- 
eases? 

7. Are clinics continuing treatment of the patients 
long enough to be of any value? 

8. Should health officers be allowed to make arrests 
for prostitution? 

9. Do police officers tend to use the sanitary code 
as a substitute for the criminal code? If so, is 
this desirable? 

10. Are useful results achieved by placarding prem- 
ises quarantined for syphilis or gonorrhea? 

C. General Sessions (Evenings). 


Authoritative Summaries of the Work in Venereal 
Disease Control. 


Tuesday, Dec. 7. Terrible Toll of the Great Red 


Plague. Speaker to be announced. 
Wednesday, Dec. 8. Juvenile delinquency and: public 
health. Speaker to be announced. 


Thursday, Dec. 9. Let there be Light! How educa- 
tional measures can effectively combat the Great 
Red Plague. Speaker to be announced. 

Friday, Dec. 10. A practicable program for combating 
venereal diseases. Speaker to be announced. 


Entertainments 


It is quite impossible to give definite informa- 
tion so far in advance regarding ‘the plans for 
the entertainment of delegates and members of 
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the Conference. Assurance can be given, how- 
ever, that no effort will be spared to make at- 
tendance at the Conference a pleasure to be re- 
membered. 
Hotels 

The Committee will be very glad to assist dele- 
gates in securing suitable hotel accomodations. 
Depending on the character of the hotel and of 
the location and character of the room desired 
the rates for these range from $3.00 to $6.00 per 
day, European plan. It is suggested that dele- 
gates have the Executive Secretary make suit- 
able reservations, and that they therefore state 
exactly how much they wish to pay for accom- 
odations, and the time of their expected arrival. 

All correspondence should be addressed to 

Executive Secretary 

All-America Conference on Veneral Diseases 
411 18th Street, N. W. 

Washington, D. C. 


Among the new appointees in the Medical 
School and on the staff of the University Hos- 
pital are Dr. Frank M. Wilson, formerly Asso- 
ciate in Medicine in Washington University, St. 
Louis, Missouri, Associate Professor of Internal 
Medicine. Dr. Wilson’s best known work has 
been in cardiac diseases. 

Dr. Frederick A. Coller, Assistant Professor of 
Surgery in the division of General Surgery. Dr. 
Coller was engaged in private practice in Los 
Angeles, California before coming to Ann Arbor 
and previous to his entrance in private practice 
he was Resident Surgeon at Massachusetts Gen- 
eral Hospital. Dr. Max M. Peet, Assistant Pro- 
fessor of Surgery, devoting his attention chiefly 
to neurological surgery. Dr. Leroy Abbott, As- 
sistant Professor of Surgery, head of the division 
of orthopedic surgery. Dr. Abbott was in Liver- 
pool for a year with Sir Robert Jones and in 
Edinburgh with Sir Harold Stiles for eighteen 
months. Dr. John Alexander, Instructor in Sur- 
gery, formerly with Dr. C. H. Frazier, University 
Hospital, University of Pennsylvania. Dr. Alex- 
ander is coming here to do special research work 
in surgery, especially with reference to surgery 
of the chest. 

Dr. John Sherrick has been appointed Assist- 
ant Professor of Obstetrics and Gynecology. Dr. 
C. G. Parnall, Director of the University Hos- 
pital, has been appointed Professor of Adminis- 
trative Medicine in the Medical School. 

The Detroit Academy of Medicine held its 
51st. annual meeting on October 12th at the 
Detroit Athletic Club. The following officers 





a) 
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were elected: President, Dr. J. W. Vaughan; 
Vice-President, Dr. H. M. Rich; Secretary-Treas- 
urer, Dr. H. E. Safford, and Director, Dr. Walter 
P. Manton. Preceding the meeting the retiring 
President, Dr. Ray Connor, gave a dinner. Twen- 
ty-six Active Fellows were present. 





Humor and pathos, jest and seriousness, con- 
tended at the Flint Country club Friday evening, 
when nearly 200 of Flint’s leading citizens gath- 
ered to express their appreciation of the long and 
devoted service rendered this community by Dr. 
C. B. Burr, retiring founder of Oak Grove Sani- 
tarium. 

The speeches, all short and to the point, cov- 
ered the whole range of the doctor’s career and 
the various facts of his many-sided character. 
Loving friends touched with delightful humor 
upon his eccentricities of temperament; loyal ad- 
mirers described his solid achievements in science 
and his ministering care for the mentally un- 
balanced; old friends voiced their admiration of 
the man as a public servant, churchman, citizen 
and patriot. Between talks the proceedings were 
enlivened by bursts of song and ebullitions of 
wit from the jester’s table, where foregathered 
a company of tuneful minstrels apt in parody and 
primed with jokes. 

While not lacking in praise of Dr. Burr’s many 
virtues, the honored guests did not have every- 
thing quite his own way. There were playful 
references to his silk hat of other days, his pet 
lizards, his combativeness as manifested in The 
But the pre- 
dominating note was one of sincere enthusiasm 
for the man whose long life and sterling abilities 
have been devoted to unselfish labors in a most 
trying field of professional endeavor, and who 
found time and energy outside his profession 
to become a leader and guide in public matters. 

Dr. M. W. Clift, acting as toastmaster, intro- 
duced the following speakers who responded 
briefly; J. D. Dort, C. S. Mott, L. L. Wright, 
Dr. C. H. O’Neil, Dr. E. A. Chritian, -superin- 
tendent of the Eastern Michigan Insane Asylum, 
John J. Carton, Arthur Pound, George W. Cook 
and Francis H. Rankin, W. W. Mountain and F. 
A. Aldrich. 

At the end of the program, Dr. Burr responded, 
repaying in kind, with incisive raillery, and 
thanking with modesty and warmth his many 
friends for this cheering expression of their good- 
will at this time. 


Journal’s Public Pulse column. 





Doctor Harold Wilson, President of the Wayne 
County Medical Society, has appointed the fol- 
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lowing men, chairmen of the various committees: 
Doctor R. E. Mercer, Library Committee; Doctor 
E. H.  Sichler, House Doctor 
Harlow Drake, Ethics Committee; Doctor 
Neal Hoskins, Entertainment Committee; Doc- 
tor B. C. Lockwood, Publication Committee; 
Doctor Fred C. Cole, Membership Committee; 
Doctor J. A. MacMillan, Patriotic Committee; 
Doctor H. W. Yates, Cancer Committee; Doctor 
Walter W. Manton, Program Committee; Doctor 
Guy L. Kiefer, Public Health Committee; Doctor 
E. W. Haass, Endowment Committee; Doctor 
C. W. Hitchcock, Necrology Committee; Doctor 
J. B. Kennedy, Legislative Committee; and Doc- 
tor Rolland Parmeter, Nurses’ Committee. 


The shelves of the library of the Wayne Coun- 
ty Medical Society are practically filled. In the 
annual report of the Library Committee, it was 
recommended that two additional stories be add- 
ed and that the two upper ones be used as stack 
rooms and the present stack room be used for 
the receiving and sorting of incoming books and 
for the use of those writing articles or looking 
up references. 


Committee, 





This recommendation was refer- 
red to the Board of Trustees for their considera- 
tion and action. 





Dr. David J. Levy has begun his duties as 
chief of the consulting pediatric staff of Herman 
Kiefer Hospital. Associated with him are Dr. 
E. W. May, Dr. Thomas S. Davies and Dr. Ro- 
land M. Athay. These men, who will have entire 


“charge of the children’s cases, will also attend 


the infants in the maternity ward. Of 605 beds 
at the hospital, two-thirds are occupied by chil- 
dren under 14 years of age. They are suffering 
from tuberculosis, scarlet fever, diphtheria and 
other contagious diseases. Dr. J. B. Seeley is 


the new chief of the resident staff. 





The following Michigan surgeons were admit- 
ted to Fellowship in the American College of 
Surgeons at the Convocation held in Montreal 
Qctober 16th: 

William J. Anderson, Iron Mountain; James D. 
Bruce, Saginaw; Andrew R. Hackett, Detroit; 
Preston M. Hickey, Detroit; Edward M. Libby, 


Iron River; George I. Naylor, Ann Arbor; Wil- 
son Randolph, Detroit; J. Milton Robb, Detroit; 


Joseph E. Scallon, Hancock; Ward F. Seeley, 
Detroit; George A. Seybold, Jackson; William G. 
Winter, Holland. 





The Regents of the University have raised 
the price for care of patients at the University 
hospitals here. 


Hereafter all state patients occu- 
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pying ward beds in the hospitals will pay $2.75 
a day and all state patients occupying private 
rooms will be charged $3.50 a day. The patients 
from out of the state will have to pay $3.25 a 
day in the ward rooms and $4.50 a day in private 
Tooms. 


Doctor Arthur D. Holmes has been appointed 
Treasurer of the Wayne County Medical Society 
by the Board of Trustees. Doctor Holmes was 
President of the Wayne County Medical Society 
when the money was raised and the present club 
house was bought. He was one of the most 
active and most successful presidents this so- 
ciety has ever had. 


The address of the Retiring President, Doctor 
George E. McKean, was delivered before the 
Wayne County Medical Society on September 20, 
on The Life and Work of Sir William Osler. 
His descriptions were wonderfully well done and 
we hope in the near future to be able to publish 
these remarks in the Journal. 


Mrs. Schenck has presented to the Wayne 
County Medical Society the gyenecological li- 
brary of her husband, the late Doctor B. R. 
Schenck. It is a very welcome addition contain- 
ing as it does quite a number of well chosen 
books and journals. 


The annual report of the Treasurer of the 
Wayne County Medical Society showed that its 
property, including land, building and equipment, 
was worth nearly $100,000. At the present time 
there is a mortgage of $4,500 on the property. 


Doctor W. R. Chittick has been appointed by 
Mayor Couzens to fill the vacancy on the Detroit 
City Planning Commission caused by the death 
of Doctor J. Henry Carstens. This appointment 
was made September 21, 1920. 


The American Hospital Association, composed 
of prominent physicians and nurses in the United 
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States and Canada, held its annual meeting Octo- 
ber 5, 6, 7, 1920, in Montreal. Doctor Joseph B. 
Howland, superintendent of the Peter Brigham 
Hospital of. Boston, is the President of this body. 


Dr. Worth Ross, director of the infant welfare 
department of the Detroit Board of Health at- 
tended the eleventh annual conference of the 
American. Child Hygiene Association in St. 
Louis, October, 1920. 


Dr. R. Earle Smith, recently resident physi- 
cia of the New York Skin and Cancer Hospital, 
has become associated with Doctors Warnshuis 
and Portmann of Grand Rapids. The doctor will 
limit his practice to dermatology and syphilis. 


Doctors Ray Connor and Walter Parker at- 
tended the annual meeting of the American Acad- 
emy of Opthalmology and Oto-Laryngology at 
Kansas City, October 14, 15 and 16, 1920. 


The regular meeting of the Michigan State 
Board of Registration in Medicine was held in 
Lansing, October 13, 1920. Eight members of 
the board were present. 


Doctor Douglas Donald of Detroit was united 
in marriage to Miss Edna Dunstan at Tilton, 
N. H., on October 30, 1920. 


Dr. Willard Quennell has resumed his duties 
as Superintendent of the Highland Park General 
Hospital. 


Dr. A. W. Newitt has resigned as Health Of- 
ficer of Birmingham. 


Dr. J. Talso of Hancock has located in De- 
troit. 


Dr. L. J. Boyd of Addison has been appointed 
an assistant to Dr. Hinesdale of the U. of M. 


Dr. W. F. Lewis has re-located in Luther. 
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GENESEE COUNTY 
The Genesee County Medical Society met for 
noon luncheon on Wednesday, Sept. 22, Presi- 


dent Randall in the chair. Three new members 


were elected to membership. Dr. A. M. Hume 
of Owosso was present and in a neat speech con- 
veyed the greetings from his county. The meet- 
ing was devoted to a clinic on Mental Hygiene 
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and the material supplied by Dr. Pratt of Flint 
who is conducting a very useful clinic at the 
Health Center. Probate Judge Graves, Editor 
Kingsley of the Flint Saturday Night, and sev- 
eral county officers were guests of honor as men 
who should be interested in our problems. Dr. 
C. B. Burr, in his own inimitable manner intro- 
duced the speaker of the day, Dr. E. A. Chris- 
tian of Pontiac. Cases of the following disorders 
were presented: Dementia Precox of the Para- 
noid Type, Cretinoid Idiot with persistent Thy- 
mus, Cretin, Psychasthenia, and Cerebral Syph- 
ilis. The cases were beautifully presented, not 
only from the medical and psychological sides, 
but from the sociological as well. The speaker 
predicted that it would not be long before such 
clinics as we are conducting here would be regu- 
larly held in every county in the state. 
' W. H. Marshall, Secretary. 


The Genesee County Medical Society met on 
Sept. 28th, President Randall presiding. The 
principal speaker of the evening was Dr. V. C. 
Vaughan of Ann Arbor. After a brief retrospect 
of the lessons in preventive medicine learned in 
the great war, he dealt with some of the problems 
concerning the future of medicine. He did not 
think we had too many doctors but intimated 
that their skill could be used to better advantage 
than under present conditions. We needed more 
hospitals and we must educate the public to their 
necessity. We need health centers in every coun- 
ty with complete laboratory facilities for early 
and correct diagnosis. In order to do our best 
work and to maintain our. standing as a profes- 
sion, we must work with the people and for the 


people. 
W. H. Marshall, Secretary. 


The Genesee County Medical Society met at 
the Dryden Cafe on Wednesday, Oct. 6th. Pres- 
ident Randall presiding. The Board of Health 
offered the society suitable quarters for a medical 
library and agreed to look after the clerical 
work. Steps will be taken to get this in opera- 
tion in the near future. Dr. R. B. Hoobler of 
Detroit gave a splendid address on “Convulsions 
in Infancy and Childhood.” He especially dwelt 
on the importance of recognizing Spasmophilia 
which he declared caused 90 per cent. of all con- 
vulsions and in his experience was not recognized 
in about 50 per cent. of the cases. 

W. H. Marshall, Secretary. 

The Genesee County Medical Society held its 
annual business meeting on Wednesday, Oct. 20, 
at the Dryden Cafe. The total membership of 
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the society is 127. Thirty-four new members 
were added in the past year and four lost by 
death. Twenty-three meetings in all were held, 
with a record attendance. Twenty-one outside 
speakers and thirteen local speakers contributed 
to the programs. The subjects discussed 
covered almost every specialty in medicine and 
surgery. The following officers were elected: 

President—Dr. J. Walter Orr. 

Vice-President—Dr. A. S. Wheelock 

Secretary—Dr. W. H. Marshall. 

Treasurer—Dr. E. G. Dimond. 

Medico-Legal Officer—Dr. F. B. Miner. 

Directors—Drs. T. S. Conover, B. E. Burnell, 
Noah Bates, C. H. O’Neil, H. E. Randall. 

Delegates to State Society—Drs J. C. Benson, 
Carl Moll, W. H. Marshall. 

Alternate Delegates—Drs. F. E. Reeder, W. H. 
Winchester, J. G R. Manwaring. 

W. H. Marshall, Secretary. 


GRATIOT-ISABELLA-CLARE COUNTY 


The September meeting of the Gratiot-Isabella- 
Clare County Medical Society was held at Dr. 
Lamb’s resident in Alma, Sept. 23. The dentists 
were invited to meet with us. For a program we 
had Dr. A. M. Crance and Dr. Ray R. Reed, 
D.D.S. from the Jones Clinic of Bay City. Dr. 
Reed’s subject was focal infections of the mouth 
in relation to systemic diseases, with the em- 
phasis on the necessity of a complete physical 
examination. He illustrated his subject with 
lantern slides, and case histories. Dr. Crance’s 
subject was “The Clinical Value of Systematic 
History Taking, in Gall-bladder Disease—Report 
of Cases with Corroborative Surgical Findings.” 
This paper was discussed by Drs. Brainerd, 
Brondstetter, Reed, Foust and others. The at- 
tendance was good and every one felt they had 
a profitable afternoon. 

E. M. Highfield, Secretary. 


The October meeting of the .Gratiot-Isabella- 
Clare County Medical Society was held at Brain- 
erd Hospital, Thursday Oct. 14. 


Dr. H. R. Varney of Detroit conducted a skin 
clinic. We had a good variety of cases from 
Sarcoma of the jaw to stone bruise of the foot, 
from Lichen planes to Dermatitis herpetiformis. 
The Doctor talked for over two hours, explain- 
ing each case in detail, giving every one an op- 
portunity to ask questions. The Dermatologist’ 
has a little advantage over the other specialist 
in giving a clinic in that his subject is on the 
surface. The best clinics we have had have been 
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on this subject. and Doctor Varney’s was most 


interesting. 
E. M. Highfield, Secretary. 





WAYNE COUNTY. 
Officers and Committees for 1920-1921 


PRESIDENT—Dr. Harold Wilson, 


1601 “David Whitney Bidg, ...........> Main 1843 
VICE-PRESIDENT—Dr. C. D. Brooks, 

S41 David: Whitmey Bid. ......-...--.. Cherry 694 
SECRETARY—Dr. J. H. Dempster, 

BOS Mine -Avte Wibe« 2c... 52-2s5228d Cherry 2012 
TREASURER—Dr. A. D. Holmes, 

1745 Bast Jefferson Ave. __________Edgewood 1473 

Trustees 

Dr. Angus McLean (1 year), 

641 David Whitney Bldg. -_-_____--.__.._Cherry 694 
Dr. Frank B. Walker (2 years), Chairman, 

1320 David Whitney Gidg. —.~........=-_- Main 880 
Dr. Walter J. Wilson, Jr. (3 years), . 

508 David Whitney Bide. «2 2s-~-.=2---~ Cherry 5193 
Dr. Warren L. Babcock (4 years), 

auie tarace Seespitel 22. ...22522..5225 Glendale 90 
Dr. George E. McKean (5 years), 

1515 David Whitney Bldg. ---------- Cherry 2661 


(Dr. J. H. Dempster, Secretary.) 


Surgical Section 


Dr. G. Van Amber Brown, Chairman, 


O14. 3.-4e Siilthh He. ose arcceseccee Main 148 
Dr. B. H. Larsson, Secretary, 
480 Selden Avenue: «2... 22-..=..-.-2 Glendale 8195 


Medical Section 
Dr. Willard D. Mayer, Chairman, 


SOG werrewe meee, oe eee Main 2452 
Dr. Bruce C. Lockwood, Secretary, 
367 ‘Woodward Aventle: 2.2..5.-.25.2.---- Main 3593 


Library Committee 
Dr. Richard E. Mercer (1 year), 


1229 David Whitney Bldg. —----------- Cherry 1120 
Dr. Homer E. Safford (2 years), 

1131 David Whitney Bide... .......--...- Main 389 
Dr. S. H. Knight (3 years), 

$7 Mast Willis Avenues ...-.s-2-42c25<8 Glendale 614 
Dr. Charles H. Oakman (4 years), 

1247 David Whitney Bide. «.....-...-— Main 1742 
Dr. Clarence E. Simpson (5 years), 

U6OS Knees Mite 22s ka soe eou Main 353 


House Committee. 
Dr. E. H. Sichler, Chairman, 


308 Kresge Reins ee eae Main 5827 
Dr. Wyman D. Barrett, 

641 David Whitney Bldg. ~-----------~-- Cherry 694 
Dr. Robert G. Owen, 

S3° Sonne went’ Hee! Loe. hee see es Main 82 
Dr. Rolland Parmeter, 

10th Mioor, Kresge Bide. .2...--2s2.22 Cadillac 581 
Dr. Allan L. Richardson, 

512 Washington Arcade ......22.2-.-.-4 Cherry 331 

Ethics Committee. 

Dr. Harlow B. Drake, Chairman, 

ASSIS Ss Ser ele ees Main 906 
Dr. William M. Donald, 

$38 David Whitney Bidg:. ...-..---...< Cherry 4844 
Dr. F. A. Kellys, 

1429 David Whitney Bide: ......-=...... Main 4493 


Dr. Herman H. Sanderson, 
1337 David Whitney Bldg. ~-----------_- Main 1090 
Dr. Delos L. Parker, 
559 East Jefferson Avenue —-_----------- Main 2350 
Entertainment Committee. 
Dr. Neal Hoskins, Chairman, 
641 David Whitney Bldg. -------------- Cherry 694 
Dr. Henry R. Varney, 
°10th Floor, Kresge Bldg. --~--------- Cadillac 581 
Dr. George C. Chene, 
938 David Whitney Bldg. ~-------_----- Cherry 4844 
Dr. Louis J. Hirschman, 
10th Floor Kresge Bldg. ~_------------ Cadillac 581 
Dr. Fred N. Blanchard, , 
WGUG (Renee “ike: deere oe ke Main 1067 
Dr. A. E. Catherwood, 
1337 David Whitney Bldg. __------- Sone Main 1090 
Dr. H. G. Bevington, 
901 David Whitney Bldg. __---------__ Cherry 2939 
Dr. John C. Dodds, 
1504 este BIG. 22 ecccbencesexncenwss Main 353 
Publications Committee 
Dr. Bruce C. Lockwood, Editor, ' 
357 Woodward Avenue ____-----------__- Main 3593 
Dr. William C. Lawrence, Business Megr., 
513 David Whitney Bldg. ~.....--.-.-._-- Main 4898 
Dr. Walter W. Manton, Chrmn Program Com. 
GOT ‘Samy Trae: 2.028 essed cke Main 1682 
Dr. John B. Rieger, Assistant Editor, 
357 Woodward Avenue —-.--~----....---- Main 3593 
Membership Committee 
Dr. Fred H. Cole, Chairman, 
1515 David Whitney Bldg. ~---------._- Cherry 2661 
Dr. Howard W. Peirce, 
1601 David Whitney Bldg. ~-.----__---__-- Main 409 
Dr. G. M. Livingston, 
3000 Woodward Avenue  ___--------- Hemlock 3060 
Dr. R. R. Goldstone, 
268 Holden Avenue =.-...---..+.... Northway 1268 
Dr. Raymond L. Clark, 
207 West Forest Avenue __--__~----- Glendale 1903 
Dr. J. L. Kimzey, 
1842 West Bort Street ..-2..-2.....2.64 Cedar 583 
Dr. J. L. Chester, 
46 East Warren Avenue —-__-------- Glendale 4600 
Dr. Frank Suggs, 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


2940 Woodward Avenue — _--~---_--- Hemlock 1298 
Patriotic Committee 


James A. MacMillan, Chairman, 


938 David Whitney Bldg. ~----------- Cherry 4844 
Walter J. Wilson, Jr., 

509 David Whitney Bldg. ~----------- Cherry 5193 
William M. Donald, 

988 David Whitney Bldg. ------------ Cherry 4844 
James E. Davis, 

55 Josephine Avenue ---~-~----------- Market 2464 
Harold Wilson, 

1501 David Whitney Bldg. -~------------- Main 1843 


Cancer Committee 


. H. Wellington Yates, Chairman (1 year), 





1229 David Whitney Bldg. ------------ Cherry 1120 
. W. P. Manton (2 years), 

601 Shurly Bldg. Main 1682 
J. Walter Vaughan (3 years), 

435 East Jefferson Avenue --~-~----- Cherry 8176 


Program Committee 
Walter W. Manton, Chairman, 
GOl Shuriy Wsldsy a2 eed Sos seesek Main 1682 




















NovEMBER, 1920 


Dr. Willard D. Mayer, 


506 Kresge Bile as 2224.% 2552. e sence Main 2452 
Dr. Bruce C. Lockwood, 

3857 Woodward Avenue -_---------------- Main 3593 
Dr. G. Van Amber Brown, 

Ore. 5. Hs. Smith’ Bld. 222... 2.24245-4-<- Main: 148 
Dr. B. H. Larsson, 

189 Sheldon Avenue -_--------~~---- Glendale 8195 

Public Health Committee 

Dr. Guy L. Kiefer, Chairman, 

10th Floor Kresge Bldg. ~------------- Cadillac 581 
Dr. Andrew R. Hackett, 

Delray Industrial Hospital ~-_-------__-- Cedar 750 
Dr. Emil Amberg, 

533 David Whitney Bldg. —------------ Cherry 3276 
Dr. H. W. Plaggemeyer, 

1001: David Whitney Bide. ....-..-..2— Cherry 5272 
Dr. Thomas B. Cooley, 

16th Fioer Kresge Blidge. ..........2.-- Cadillac 581 
Dr. A. B. Wickham, 

1337 David: Whitney Bide: —............. Main 1090 
Dr. W. H. Price, 

98 Grand River Avenue —----_--------_- Main 5140 

Endowment Committee. 

Dr. E. W. Haass, Chairman, , 

20e. ine. Aes (Bide: ooo eee Main 889 
Dr. C. G. Jennings, 

435 Bast Jefferson Avenue ___-------_-Cherry 8176 
Dr. W. R. Chittick, 

507 David Whitney Bldg. ~..-.-.-------~- Main 325 
Dr. Arthur D. Holmes, 

1745 East Jefferson Avenue —--_--- Edgewood 14738 

Necrology Committee. 

Dr. C. W. Hitchcock, Chairman, 

1501 David Whitney Bide: 22. .....--- Main 1843 
Dr. James A. MacMillan, 

1938 David Whitney Bldg. ~---_------- Cherry 4844 
Dr. Walter J. Wilson, Jr., 

509 David Whitney Bldg. ~-------_----- Cherry 5193 
Dr. John N. Bell, 

1149 David Whitney Bldg. ~------~------ Main 2956 

Legislative Committee 

Dr. J. B. Kennedy, Chairman, 

410 Washington Arcade -___~-----_----- Main 1472 
Dr. F. B. Tibbals, 

1216 Kirésge: Bl@e@s i222 seo oes sees Main 1077 
Dr. Angus McLean, 

641 David Whitney Bldg. ___-__-__-_____ Cherry 694 


Nurses’ Committee 
Dr. Rolland Parmeter, Chairman, 
10th Floor Kresge Bldg. —----------- Cadillac 581 
Dr. R. S. Rowland, 


1013 David Whitney Bldg. ~---_---------- Main 4757 
Dr. Effie Arnold, 

270 Woodward Avenue —_-_-~-~--~------- Main 4963 
Dr. Myra E. Babcock, 

The Grace Hospital ~--...-----.-..-__- Glendale 90 


Dr. F. T. McCormick, 
141 Chandler Avenue 

Dr. EK. J. Panzer, 
Harper and EK. Grand Blvd. -------- Melrose 1730 


Detroit Physicians’ Business Bureau 
Board of Directors 


Dr. Wesley Taylor, 1541 David Whitney Bldg. 
Dr. Grant McDonald, 629 David Whitney Bldg. 
Dr. William H. Diebel, 992 Gratiot Avenue. 

Dr. William E. Keane, 101 W. Fort Street. 

Dr. William J. Stapleton, 83 Cass Avenue. 
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Book ‘Reviews 


OPERATIVE GYNECOLOGY. H. S. Crossen, M.D., 
Associate in Gynecology, Washington University 
Medical School. C. V. Mosby Co., St. Louis, Mo. 
Price $10.00. 

Five years ago we were privileged to review 
the first edition of this text. It is again a priv- 
ilege to comment upon this second edition that 
is brought up to present viewpoints and contains 
additional material as also some seventy new 
illustrations. 

The work is purely surgical in its text. As 
such it maintains with increased prestige a fore- 
most position in surgical literature. It is indeed 
of so much value that one refers to its pages 
frequently with a foregone knowledge that he is 
going to find dependable detailed information 
upon the subject that is referred to. The com- 
pleteness of the text is ever satisfying and prac- 
tical. 

We again commend this book most highly to 
all our readers. It will be found ever useful 
and a prized reference text. 


PHYSIOLOGY AND BIO-CHEMISTRY IN MODERN 
MEDICINE. J. J. R. McLeod, M.B., Professor of 
Physiology, University of Toronto. Third Edition. 
C. V. .Mosby Co., St. Louis, Mo. Price $10.00 
Incorporating the changes and later principles 

that have become recognized in recent years this 

splendid text is presented by the author and 
publisher. As such it is to our notion the most 
helpful, practical and all around serviceable text 
discussing the physiological 
features of practice and 


and _ bio-chemical 
treatment in disease. 
We recommend it to every progressive doctor 
with the assurance that it will be a satisfying 


addition to your reference library. 





Miscellany 


HEALTH INSURANCE. 


It is interesting to note that the German papers 
are commenting on the attitude of the Medical 
Profession in America toward Compulsory 
Health Insurance. 

The Medical Clinic of Berlin Comments on the 
matter editorially and apparently admits that the 
system in vogue in Germany has practically re- 
duced to State servitude a former free and inde- 
pendent profession. It is further remarked that 
negotiations for the renewal of contracts were 
abruptly broken off when fees of twelve marks 
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for house visits and eight marks for office calls 
were suggested. At the present depreciated value 
of the mark, this represents about twenty-five and 
seventeen cents respectively in American money, 
and laying aside all question of the present con- 
dition of foreign exchange and the purchasing 
power of the mark, the real significance of this 
report lies in the fact that private practice in 
Germany has become almost a thing of the past, 
and that the State has virtually assumed control 
of the practice of medicine. This is precisely 
the situation that is foreseen and dreaded by 
physicians in this country, who realize that con- 
trol by the State of the conditions of practice, 
means complete loss of independent action. Once 
the power of assigning a physician’s field of ac- 
tivity is placed in the hands of the State and the 
subsequent steps to compel socialization are easy. 
How this problem is to be met by American 
Physicians is by no means clear. One attempt 
at solution may be recognized in the decision 
of the New York Police Department to collect 
funds to both equip and endow a hospital in 
Brooklyn for policemen and their dependants, 
a group estimated at some 60,000 persons. The 
plan suggested calls for a fund of $5,000,000 of 
which approximately a half shall be used for 
endowment and maintenance. No announcement 
has yet been made as to how the institution shall 
be manned, nor what the approximate cost to 
the individual for treatment is likely to be. The 
idea of voluntary co-operation, which lies at the 
bottom of this plan, and which could be develop- 
ed by utilizing the already salaried surgeons of 
the Police Department, thereby centralizing their 
work and giving them added efficiency and broad- 
er opportunity is worth consideration, as a plan 
which might be expanded to cover groups of 
citizens whose incomes are at present inadequate 
to command the better sort of medical care but 
whose importance to the community makes it 
essential that it should be placed within their 
reach. The scheme of voluntary co-operation is 
free from many of the drawbacks inherent in 
plans that are initiated and controlled by the 
State, and it may be that a comprehensive plan 
for voluntary enrollment of groups of citizens 
under proper financial conditions could be so 
arranged as to bring about a readjustment of the 
present field of medical practice without inter- 
fering with the opportunities of the physician 
for normal growth that is inherent in State So- 
cialism. 


The objection of thinkin: physicians to the 


plans so far brought forward arises from their 
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certain knowledge of two unavoidable results— 
the fact that the beneficiaries would not receive 
the improved medical care that is promised and 
that physicians themselves would tend to sink 
into mediocrity. H. G. W. 





PROGRAM FOR MENTAL HYGIENE IN 
THE PUBLIC SCHOOLS.* 


E. Stanley Abbot, M.D. 


The duties of the psychologist in the clinic are 
(a) to make or supervise mental tests; (b) to in- 
terpret the results of the tests in terms of (1) 
general age level or development status, (2) of 
special abilities and deficiencies, and (3) of special 
individual intellectual or educational needs; and 
(c) to advise as to special methods and subjects 
of instruction in individual cases. In the bureau 
his duties are (a) to make investigations or direct 
them, and (b) to make recommendations as to 
further investigations or applications of the find- 
ings, etc. 

The duties of the psychiatrist are (a) to deter- 
mine the causes of the backwardness, defect, 
nervousness, or other exceptional conditions in 
the individual child; (b) to advise measures to 
correct or better these conditions or to obviate 
them or their causes; (c) to direct the carrying 
out of these measures so far as they are medical 
and social and not educational—i. e., concerned 
with the courses of study of the child; and (d) 
to aid in investigations. 

The duties of the psychiatric social worker 
are (a) to investigate the home and other en- 
vironmental conditions of the exceptional child; 
(b) to try, under the direction of the psychiatrist, 
to correct harmful and to establish helpful condi- 
tions in the home and other environments having 
detrimental influences; (c) to keep constantly in 
touch during school years with the child and its 
home; (d) to inform other social agencies of the 
needs of the child after school years in order 
that continuous oversight and guidance may be 
given so long as needed throughout the individ- 
ual’s life; and (e) to act as recorder in mental 
clinics, when called upon to do so. 

The duties of the visiting teacher are (a) to 
establish co-operative relations between home 
and school; (b) to help the child in home study 
through suitable assistance to the child and 
through developing right attitudes in the parents; 
and (c) to help parents in their relations to the 
child and to the school. 


*Mental Hygiene, April, 1920. 








